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SOME  CASES  OF  TUBERCULOSIS  OF  THE  KIDNEYS  OF 
DIAGNOSTIC  INTEREST. 

By  Prof.  Leon  Casper,  Berlin. 

IENHARTZ,  at  the  last  scientific  congress  in  Dresden,  and  Pie- 
licke  a  half  year  earlier  here  in  Berlin,  reported  some  cases 
of  tuberculosis  of  the  kidneys  which  were  cured  without  opera- 
tion by  tuberculin-old.  At  that  time  my  assistant,  Dr.  Kars,  stated 
our  position  in  this  matter  that  the  results  of  operative  treatment  of 
tuberculosis  of  the  kidneys  are  so  favorable  that  we  feel  constrained 
to  adhere  to  the  operative  method,  until  surer  proof  has  been  adduced 
that  a  greater  number  of  cases  of  renal  tuberculosis  has  been  cured 
by  the  exclusive  use  of  tuberculin  injections.  That  such  proof  is  as 
yet  lacking  is  well  known. 

On  the  other  hand,  special  attention  was  called  to  the  fact  that 
the  mortality  of  patients  who  have  undergone  nephrectomy  for  tuber- 
culosis of  the  kidneys  is  decreasing  from  year  to  year.  As  I  glance 
over  my  material,  which  covers  more  than  100  cases  of  renal  tuber- 
culosis, I  find  52  cases  in  which  I  performed  nephrectomy,  of  which 
five  died;  while  among  the  last  25  operative  cases  there  was  but  one 
death.  The  mortality  has  decreased  similarly  in  the  hands  of  other 
operators. 

If  we  should  inquire  into  the  causes  of  this  falling-off  in  the  mor- 
tality statistics  of  renal  tuberculosis  the  reply  is  obvious.  Two  cir- 
cumstances have  caused  this  welcome  diminution  of  mortality.  In  the 
first  place  we  have  learned  to  make  an  early  diagnosis  of  tuberculosis 
of  the  kidneys,  and,  secondly,  we  have  reached  a  position  where  we 
are  able  to  tell  if  the  other  kidney  is  sound  or  at  least  functionally 
competent  to  carry  on  alone  the  additional  work  falling  to  its  share 
after  the  extirpation  of  the  diseased  organ.  We  owe  the  former 
knowledge  to  investigations  in  pathologic  anatomy,  to  cystoscopy,  and 
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to  catheterization  of  the  ureters,  and  the  latter  to  the  diagnosis  of 
kidney  function  made  possible  by  catheterization. 

The  present  well-known  method  of  arriving  at  the  diagnosis  I  will 
sketch  but  briefly.  A  recurring  hematuria  of  obscure  origin,  and  above 
all  every  case  of  pyuria  in  which  the  urine  does  not  promptly  clear 
up  or  at  least  improve  under  appropriate  treatment,  excites  suspicion 
of  tuberculosis  of  the  urinary  apparatus.  Should  careful  microscopic 
examination  for  tubercle  bacilli  prove  negative,  two  guinea-pigs  are 
inoculated,  one  with  injury  to  the  glands  after  Bloch,  and  one  without. 
In  from  two  to  three  weeks  we  may  tell  whether  we  have  a  case  of 
tuberculosis  or  not.  If  the  result  proves  positive,  experience  has 
taught  us  that  the  primary  seat  is  almost  invariably  located  in  the 
kidneys,  and  if  the  case  did  not  come  too  late  under  observation,  that 
it  is  located  in  one  kidney.  Often  a  glance  through  the  cystoscope 
shows  which  kidney  is  the  affected  one,  at  other  times  the  mere  in- 
spection of  the  openings  of  the  ureters  gives  no  information.  In 
either  case  we  must  pursue  our  investigations  further.  By  direct  in- 
terception of  the  urine  from  each  of  the  kidneys  separately,  we  defi- 
nitely establish  from  which  side  it  is  that  the  purulent  or  bloody  urine 
comes.  If  the  urine  from  the  other  urether  is  clear,  free  from  albu- 
men and  corpuscular  elements,  we  may  regard  the  corresponding 
kidney  as  healthy.  If  this  urine  also  is  turbid  and  contains  pus. 
inoculation  with  it  will  determine  whether  the  kidney  from  which 
it  comes  is  free  from  tuberculosis.  In  case  it  is,  we  test  the  func- 
tional activity  of  this  presumably  healthy  or  less  diseased  kidney — 
and  we  can  accomplish  this  by  the  simultaneous  catheterization  of 
both  ureters — by  comparing  the  freezing  points  of  the  two  simultane- 
ously collected  specimens  of  urine,  their  relative  percentages  of  urea, 
of  sugar  after  the  injection  of  phloridzin,  the  degree  of  coloration 
after  the  injection  of  indigo  carmine,  as  well  as  the  length  of  time 
required  for  the  appearance  of  the  blue  color  and  the  elimination  of 
sugar.  We  have  recognized  it  as  an  immutable  law  that  the  tuber- 
culous kidney  always  exhibits  a  lower  working  power  than  the  healthy 
one  or  the  one  that  is  in  a  more  healthy  condition,  and  that  the  blue 
color  and  the  elimination  of  sugar  make  their  appearance  later  on  the 
tuberculous  side. 

The  observation  of  the  time  of  appearance  of  the  sugar  was  added 
by  Kapsammer,  and  that  of  the  blue  coloration  by  Volcker  and  Joseph 
to  the  procedure  described  above,  which,  as  I  may  add,  was  first  sug- 
gested by  Richter  and  myself  in  1895.  I  mention  this  because  I 
have  seen  it  stated  that  the  urea-determination  was  introduced  by 
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Rovsing,  the  determination  of  the  freezing  point  by  Koranyi,  and  the 
phloridzin  method  by  Casper  and  Richter. 

Not  only  the  phloridzin  test  alone,  but  the  comparative  considera- 
tion of  all  these  exact  methods  was  recommended  by  us  as  a  single 
method.  What  this  method  offers  with  regard  to  the  question  of  the 
admissibility  of  an  operation  cannot  at  this  time  be  discussed,  but  what 
influence  it  has  on  the  certainty  of  diagnosis  in  cases  where  both  kid- 
neys exhibit  pus  and  where  bacilli  are  demonstrable  only  in  the  blad- 
der urine,  the  following  interesting  case  is  peculiarly  fitted  to  show. 

Frau  W.,  27  years  old,  admitted  December  12,  1907,  had  scarlet 
fever  in  April,  1902,  but  had  always  been  well  with  that  exception 
until  her  confinement  two  months  before  admission,  since  when  she 
had  been  in  poor  health.  She  nursed  the  child  herself  and  lost  much 
flesh,  but  later  regained  four  pounds.  The  pale  but  well-nourished 
patient  noticed  some  discomfort  in  her  right  side  which,  however, 
never  became  actually  painful.  She  had  to  urinate  somewhat  more 
frequently  than  before,  but  complained  of  nothing  else.  Previous  to 
her  admission,  examination  of  the  urine,  which  was  slightly  turbid, 
disclosed  the  presence  of  pus,  epithelial  cells,  hyaline  and  granular 
casts,  traces  of  albumen,  but  no  tubercle  bacilli.  The  patient  then 
consulted  a  urologist  who  found  the  following  state  of  affairs.  The 
cystoscopic  picture  showed  the  mouth  of  the  right  ureter  moderately 
dilated  and  surrounded  by  an  inflammatory  edematous  area;  the 
mouth  of  the  left  ureter  was  distinctly  visible,  and  the  surrounding 
mucosa  normal;  a  slight  cystitis  of  the  trigone  was  present,  especially 
on  the  right  side.  As  the  clinical  appearances  also  pointed  to  a 
disease  of  the  right  kidney,  the  right  ureter,  which  emptied  urine  at 
regular  intervals,  was  catheterized.  In  the  sediment  of  the  urine  thus 
obtained  numerous  leucocytes,  a  few  casts,  and  two  tubercle  bacilli 
were  found.  Catheterization  of  the  apparently  healthy  left  kidney 
was  not  attempted.  Extirpation  of  the  right  kidney  was  recom- 
mended. 

On  admitting  the  patient  to  the  hospital  we  noticed  the  following 
state  of  things.  The  right  deeply  seated  kidney  which  was  the  size 
of  the  fist  was  palpable,  not  sensitive  to  pressure,  and  movable  with 
respiration;  the  left  kidney  could  not  be  felt;  neither  the  right  nor 
the  left  ureter  was  palpable.  The  bladder  urine  was  slightly  turbid, 
acid,  contained  pus  and  albumen,  no  tubercle  bacilli,  but  a  few  bacilli 
colli.  The  bladder  was  of  good  capacity,  normal  when  viewed  through 
the  cystoscope,  the  right  ureter  especially  looking  well  while  the  left 
seemed  to  be  surrounded  by  granulations. 


4  AMERICAN  JOURNAL  OF  UROLOGY 


Catheterization  of  the  ureters  with  injection  of  phloridzin  and  indigo 
carmin 

Right  side  Left  side 

Appearance:               deep  blue  greenish 

Sediment:           hyaline  and  detached  numerous  leucocytes; 

granular  casts;  some  leuco-  no  tubercle 

cytes;  no  tubercle  bacilli.  bacilli. 

Albumen:                        traces  moderately  abundant 

Freezing  point:  1st  portion      2nd  portion  1st  portion     2nd  portion 

1.55                 1.29  0.44  0.48 

Sugar:                                          0.90  0.20 

The  result  of  this  examination  established  to  a  certainty  that  the 
left  kidney  was  more  diseased  and  that  it  performed  poorer  work  than 
the  right.  This  together  with  the  appearance  of  the  opening  of  the 
left  ureter  made  it  highly  probable  in  spite  of  the  absence  of  bacilli 
findings,  that  we  had  to  deal  with  tuberculosis  of  the  left  kidney. 
However,  as  the  tubercle  bacilli  had  been  found  in  the  urine  which 
came  from  the  right  side,  I  held  that  the  indications  in  the  case  were 
not  yet  sufficiently  decisive  for  operation.  I  inoculated  guinea  pigs 
with  the  bladder  urine  and  sent  the  patient  home  with  instructions  to 
return  in  four  weeks.  She  did  so  in  the  first  part  of  January,  1908. 
In  the  meantime  tuberculosis  was  demonstrated  in  the  inoculated 
animals.  Cystoscopic  examination  yielded  the  same  results  as  before. 
Left  ureter  suspicious.    Ophthalmoreaction  positive. 

Catheterization  of  the  ureters  with  phloridzin  injection. 

Right  side  Left  side 

Appearance:  clear  slightly  turbid 

Specific  gravity :  1.025  1.007 

Sediment:  a  few  white  cells  numerous  leucocytes 

Freezing  point:  1.49  0.57 

Sugar:  0.80  0.15 

As  the  result  of  this  second  examination  fully  corroborated  that  of 
my  first,  and  as  my  previous  oft-repeated  experience  had  taught  me 
that  renal  tuberculosis  begins  on  one  side  and  that  the  tubercular 
kidney  is  functionally  weaker,  I  diagnosed  this  case  as  one  of  tuber- 
culosis of  the  left  kidney.  The  guinea  pigs  were  inoculated  with  the 
urine  obtained  from  each  kidney  separately.  Without  awaiting  the 
result  of  these  inoculations,  a  nephrectomy  of  the  left  kidney  was  per- 
formed on  January  20,  1908.  I  found  two  abscesses  on  the  kidney, 
filled  partly  with  pus  and  partly  with  cheesy  matter.  The  patient 
was  discharged  as  convalescent  on  February  23,  1908.  The  urine 
was  perfectly  clear,  free  from  albumen  and  organic  matter,  and  con- 
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tained  only  a  few  leucocytes.  If  we  add  that  the  animals  inoculated 
with  the  urine  from  the  right  ureter  remained  healthy  while  the  others 
developed  tuberculosis,  the  case  needs  no  further  comment, — it  speaks 
for  itself.  It  shows  clearly  the  exactness  and  certainty  of  our  diag- 
nostic methods. 

In  spite  of  the  positive  opinion  of  an  expert  that  the  right  kidney 
was  diseased,  we,  guided  by  the  results  of  cystoscopy,  of  catheteriza- 
tion of  the  ureters,  and  of  the  estimation  of  the  relative  functional 
efficiency  of  the  kidneys,  operated  on  the  left  and  were  proved  to  be 
correct.  The  casts  and  slight  albuminuria  (from  the  healthy  kidney) 
which  exist  before  the  operation  and  which  are  the  results  of  a  slight 
toxic  nephritis,  almost  always  disappear  after  the  operation. 

A  striking  counterpart  to  this  case  is  offered  by  the  following  one 
which  shows  us  in  what  a  predicament  we  found  ourselves  in  the  past 
before  the  era  of  catheterization  of  the  ureters  and  to  what  tragic 
consequences  this  uncertainty  led. 

F.  P.,  admitted  December  2,  1905,  took  sick  two  years  before  with 
a  scalding  sensation  and  pain  on  urination.  The  urine  was  purulent 
and  occasionally  bloody.  Vesical  tenesmus  and  at  times  fever  were 
present.  For  the  three  months  before  admission  he  complained  of 
pain  in  the  region  of  the  right  kidney.  The  general  condition  was 
good;  eyes,  lungs,  testicles,  and  prostate  were  healthy.  In  the  right 
hypochondrium  the  kidney  was  felt  to  be  enlarged;  the  left  was  not 
palpable.  The  right  ureter  could  be  felt  through  the  rectum  as  a 
thick  cord ;  the  left  could  not.  In  the  purulent  urine  tubercle  bacilli 
were  present.  The  capacity  of  the  bladder  was  from  35  to  40  c.c. 
Cystoscopy,  although  twice  attempted,  could  not  be  performed.  The 
feverish  condition  of  the  patient  demanded  immediate  interference, 
and  since  he  could  not  remain  any  great  length  of  time  in  Berlin,  hav- 
ing travelled  from  Russia,  and  as  a  successful  cystoscopic  examination 
of  the  ureters  could  evidently  be  undertaken  only  after  a  long  pre- 
liminary treatment  of  the  bladder,  and  especially  as  the  good  general 
condition  of  the  patient  justified  the  assumption  that  the  left  kidney 
worked  well,  we  decided  to  operate  on  the  right  kidney. 

Nephrectomy  was  performed  on  December  7th  without  any  unusual 
incidents.  The  kidney  was  markedly  tuberculous.  From  December 
8th  to  the  11th  there  was  complete  anuria.  The  other  kidney  was 
therefore  exposed  and  proved  to  be  large  and  soft,  presenting  an  ab- 
scess above  and  below.  The  kidney  was  split  and  tamponed.  The 
anuria  persisted,  however,  until  the  16th  of  December,  when  death  oc- 
curred. The  left  kidney  showed  tuberculosis,  interstitial  and  paren- 
chymatous nephritis,  and  fibrous  degeneration. 

Here  we  have  a  case  of  death  from  kidney  disease  just  as  it  is 
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described  in  the  books  and  as  was  common  before  the  era  of  catheter- 
ization of  the  ureters.  The  right  kidney  which  we  had  removed  was 
relatively  better;  it  was  the  one  that  had  supported  life.  If  we  had 
succeeded  in  our  attempt  at  catheterization  it  would  have  been  made 
clearly  manifest  that  both  kidneys  were  diseased,  that  the  urine  se- 
creted by  the  right  kidney  was  the  better,  and  the  case  would  have 
been  recognized  as  inoperable.  It  is  characteristic  that  out  of  my  140 
major  operations  on  the  kidneys,  the  only  death  should  have  occurred 
in  just  that  case  in  which  examination  of  the  ureters  and  of  the  func- 
tional activity  of  the  kidneys  had  not  been  carried  out.  This  case  is 
further  noteworthy  inasmuch  as  it  teaches  us  to  reduce  the  value  of 
palpation  of  the  kidneys  to  its  proper  proportions.  Palpation  of  the 
enlarged  right  kidney  and  of  the  thickened  right  ureter  confirmed  us 
in  the  opinion  that  the  right  kidney  was  the  diseased  one.  I  have, 
however,  on  repeated  occasions,  called  special  attention  to  the  fact 
that  a  tuberculous  kidney  is  frequently  impalpable,  as  it  need  not  be 
at  all  enlarged  and  may  lie  under  the  ribs.  I  have  also  emphasized 
the  fact  that  it  is  difficult,  even  impossible,  to  identify  a  palpable  en- 
larged organ,  such  as  a  kidney,  and  also  that  the  larger  kidney  is 
often  not  the  diseased  one,  but  merely  the  hypertrophied  healthy 
organ.  Similarly  the  ureter  of  a  tuberculous  kidney  may  be  thin  and 
therefore  impalpable,  particularly  as  in  many  cases,  especially  in 
men,  the  ureter  cannot  as  a  rule  be  palpated. 

In  short,  our  case  of  inoperable  bilateral  renal  tuberculosis  plainly 
shows  that  the  value  of  kidney  and  ureter  palpation  has  been  over- 
estimated. Formerly  palpation  was  practiced  with  good  reason:  for 
the  want  of  something  better;  now  it  recedes  to  the  background  before 
the  certainty  and  infallibility  of  our  newer  methods  of  urologic  ex- 
amination. The  case  just  reported  shows  us,  however,  that  sometimes 
it  is  impossible  to  make  use  of  this  method,  for  the  interception  of 
separate  streams  of  urine  is  not  feasible  in  cases  where  the  bladder 
is  severely  diseased.  Should  we  then  remain  helpless  in  such  a  state 
of  affairs?    By  no  means,  as  the  following  case  can  prove. 

H.  A.,  aet.  16,  a  boy  of  slender  build  and  poorly  nourished,  was  ad- 
mitted by  us  on  December  7,  1907-  Two  years  before,  he  had  suffered 
from  inflammation  of  the  left  hip  joint,  which  became  well  without 
operation.  In  August,  1907,  his  urine  became  turbid,  but  there  were 
no  other  symptoms.  In  the  middle  of  October  there  appeared  a  sud- 
den hematuria,  followed  by  sharp  pains  in  the  felt  side;  fever  and 
chills  set  in.  Since  then  the  family  physician  ascertained,  on  re- 
peated occasions,  the  presence  of  pus  and  albumen  in  the  urine  and 
therefore  sent  the  patient  to  us.  Urination  was  frequent  and  pain- 
ful; general  condition,  especially  appetite,  was  good;  evening  temp- 
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perature  rose  to  39  °-  The  urine  was  very  purulent  and  contained 
pus  and  consequently  albumen.  Microscopic  examination  showed 
pus,  red  blood  cells,  and  numerous  tubercle  bacilli;  ophthalmore- 
action was  positive ;  neither  the  kidneys  nor  the  ureters  were  palpable ; 
the  renal  region  was  not  painful  on  pressure. 

Cystoscopy  did  not  give  a  clear  picture  as  the  bladder  could  not  be 
washed  out.  By  the  use  of  indigo-carmine  the  openings  of  the 
ureters  could  be  seen,  the  left  one  appearing  distorted.  A  catheter 
was  introduced  into  the  ostia,  but  could  not  be  pushed  up  far  enough 
on  either  side  to  obtain  urine.  The  examination  was  therefore  cut 
short.  The  right  half  of  the  bladder  seemed  to  be  of  a  deeper  blue 
than  the  left.  The  temperature  after  cystoscopy  rose  to  39.6°.  On 
the  strength  of  the  cystoscopic  examination  and  the  positive  bacilli 
findings,  we  diagnosed  the  left  kidney  as  tuberculous:  concerning  the 
right  we  could  give  no  positive  opinion.  We  therefore  first  performed 
a  nephrotomy  of  the  left  kidney. 

The  latter  presented  two  abscesses  and  numerous  cheesy  masses, 
which  were  incised  and  the  kidney  packed  with  iodoform  gauze, 
wrapped  up  and  placed  back  in  position.  For  the  next  few  days  we 
could  not  tell  whether  the  turbid  urine  which  came  from  the  blad- 
der in  copious  quantities  was  derived  from  the  right  kidney  alone,  or 
was  contributed  to  by  the  operated  one  also.  Urine  was  barely  per- 
ceptible on  the  dressings;  therefore  on  the  third  day  after  the  opera- 
tion the  kidney  was  lifted  out  under  light  chloroform  narcosis  and 
the  pedicle  compressed  with  an  intestinal  clamp.  Simultaneously 
with  the  induction  of  narcosis  an  intramuscular  injection  of  .08  gms. 
of  indigo-carmine  was  made  and  a  catheter  introduced  into  the  blad- 
der. After  the  compression  of  the  pedicle  the  bladder  was  washed 
until  the  water  returned  clear.  In  eight  minutes  the  catheter  dis- 
charged a  deep  blue  urine  which  came,  of  course,  from  the  right  kid- 
ney. The  left  kidney  was  then  removed.  After  various  incidents 
which  need  not  be  repeated,  the  patient  recovered.  His  right  kidney 
works  well,  the  urine  is  turbid  but  contains  no  albumen.  As  at  the 
time  of  his  discharge  the  bladder  was  in  but  a  fair  condition,  home 
treatment  with  tuberculin  was  ordered. 

The  case  just  related  offers  particular  interest  because  it  teaches 
us  how  to  act  when  our  illumination  methods  of  examination  prove 
unsuccessful.  It  gives  me  occasion  to  say  a  few  words  on  the  im- 
portance of  chromocystoscopy,  i.  e.,  the  use  of  indigo-carmine  in  the 
diagnosis  of  kidney  disease.  I  do  this  all  the  more  willingly  as  a  few 
years  ago,  at  a  congress  in  Paris,  I  expressed  myself,  in  Czerny's 
presence,  as  not  quite  satisfied  with  this  method,  while  in  the  case 
just  described  I  used  indigo-carmine  with  advantage. 
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In  regard  to  the  history  of  this  method  it  may  be  recapitulated  that 
the  incorporation  of  coloring  matter  into  the  blood  current  for  purposes 
of  cystoscopic  diagnosis  was  originally  employed  by  Robert  Kutner 
as  far  back  as  1892.  For  this  purpose  he  made  use  of  methylene  blue. 
He  is,  therefore,  strictly  speaking,  the  father  of  chromocystoscopy. 
However,  he  treated  his  offspring  somewhat  in  a  step-fatherly  man- 
ner. It  was  then  adopted  by  Achard  and  later  by  Volcker  and  Joseph, 
in  whose  hands  it  awoke  to  new  life  under  the  name  of  indigo-carmine. 
As  is  well  known,  it  has  this  advantage  over  methylene  blue,  that  it 
is  not  excreted  as  the  latter  sometimes  is,  as  a  colorless  leucobase, 
but  always  colors  the  urine  of  healthy  individuals  a  deep  blue  within 
about  ten  minutes.  From  badly  diseased  and  poorly  functioning  kid- 
neys the  coloring  matter  is  excreted  later  and  is  of  a  lighter  color. 
Corresponding  differences  in  regard  to  the  time  and  intensity  of  ex- 
cretion of  coloring  matter  are  present  also  in  cases  of  unilateral  dis- 
ease of  the  kidney.  From  the  observation  of  such  differences  in  the 
cystoscopic  picture  Volcker  and  Czerrry  drew  far-reaching  conclusions 
with  which  I  could  not  then  and  cannot  now  agree.  For,  apart  from 
academic  and  demonstration  purposes,  the  differences  in  color  in  cases 
of  moderate  kidney  disease  and  disturbance  of  function  are  too  in- 
significant to  be  recognized  with  certainty  in  a  cystoscopic  picture. 
Besides,  the  nuances  of  color  vary  with  admixture  of  pus  and  blood. 
It  is  a  different  thing  when  one  undertakes  to  work  with  the  coloring 
matter  in  separate  specimens  of  urine  collected  in  a  reagent  glass — 
when  one  converts  a  chromo-cystoscopy  into  a  chromo-uretero-catheteri- 
zation.  This  was  recognized  also  by  Volcker  with  whom  I  found 
myself  in  substantial  agreement  last  year  in  Vienna.  If  we  then 
collect  the  urine  separately  and  find,  after  injection  of  indigo-car- 
mine, that  the  blue  coloration  appears  considerably  later  on  one  side 
than  on  the  other  and  that  it  is  noticeably  less  intense,  then  we  are 
justified  in  drawing  certain  conclusions.  I  say  certain  because  we 
must  make  various  restrictions. 

In  the  next  place  it  must  be  borne  in  mind  that  the  excretion  of 
indigo-carmine  does  not  represent  any  work  of  the  kidneys  such  as 
is  the  case  in  the  transformation  of  phloridzin  into  sugar.  The 
coloring  matter  is  merely  eliminated  by  the  kidney  in  the  same  manner 
as  is  any  foreign  body  circulating  in  the  blood  which  does  not  undergo 
decomposition,  and  is  in  a  state  fine  enough  to  pass  through  the  kid- 
neys. For  example,  markedly  nephritic  kidneys  permit  the  coloring 
matter  to  pass  through  them  as  well  and  as  quickly  as  the  sound 
organs  do.  In  the  case  of  lighter  affections,  such  as  incipient  tuber- 
culosis in  otherwise  well  functioning  kidneys,  there  is  also  no  dif- 
ference, as  we   found  together  with  the   distinguished  investigator 
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Suter  at  Basle.  On  the  contrary  in  one  case  of  renal  tuberculosis 
there  was  very  little  coloring  matter  eliminated  by  the  positively 
healthy  kidney  (or  else  the  coloring  matter  was  disguised  by  the 
presence  of  blood)  and  this  condition  was  demonstrated  by  the  sub- 
sequent operation.  In  another  case,  one  of  a  left-sided  pyelitis,  the 
intensity  and  time  of  elimination  were  so  much  against  the  other  intact 
kidney  that  had  one  to  rely  on  this  test  alone  one  would  have  consid- 
ered the  latter,  i.  e.  the  right,  kidney  as  badly  damaged. 

Indigo-carmine  is  not  therefore  a  substance  the  excretion  of  which 
can  furnish  us  an  absolutely  certain  means  of  judging  as  to  the 
health  and  functional  efficiency  of  the  kidney.  It  is  however  a  ready 
means  of  showing  how  much  better  one  kidney  eliminates  the  color- 
ing matter  circulating  in  the  blood  than  the  other.  Now  as  experience 
has  shown  that  in  general — -the  above-mentioned  exceptions  notwith- 
standing— the  total  functioning  activity  of  the  kidneys  goes  hand  in 
hand  with  their  activity  in  eliminating  coloring  matter,  the  conclusion 
remains  valid  that  the  greater  the  intensity  and  the  sooner  the  ap- 
pearance of  the  blue  color,  the  better  is  the  condition  and  the  working 
power  of  the  kidney. 

My  assistant,  Dr.  Roth,  is  engaged  in  a  work  dealing  with  the 
subject  exhaustively.  For  the  present  the  above  suggestions  will  suf- 
fice. They  explain  how  we  used  indigo-carmine  in  this  difficult  case 
and  point  to  the  manner  in  which  it  will  be  used  later  in  similar  cases. 
Recollect  for  a  moment  the  procedure  which  used  to  be  adopted  in 
cases  of  operations  on  the  kidney  to  determine  the  presence  and  con- 
dition of  the  fellow-organ.  Either  a  median  laparotomy  was  done,  or, 
as  recommended  by  Kiister,  both  kidneys  were  exposed  by  two  lumbar 
extraperitoneal  incisions,  or  finally,  according  to  the  method  of 
Kocher,  after  making  a  similar  lumbar  incision  to  expose  the  kidney 
to  be  operated  on,  the  peritoneum  was  opened  and  the  other  kidney 
felt  for  through  the  abdomen.  All  these  methods  must  be  abandoned, 
for  in  the  first  place  they  are  not  without  danger,  as  the  patient  at 
the  very  least  runs  greater  risk  by  the  opening  of  the  peritoneum,  or 
the  exposure  of  the  non-operable  kidney,  than  when  the  operation  is 
done  extraperitoneally  and  only  one  kidney  is  handled.  In  the  second 
place  all  these  procedures  merely  give  information,  at  best,  as  to  the 
presence  of  the  other  kidney,  not  as  to  its  condition  and  functional 
efficiency,  which  is  just  what  we  wish  to  know.  Moreover  grave  mis- 
takes used  to  happen.  Von  Eeiselsberg  opened  the  peritoneum  in 
one  doubtful  case  through  an  incision  in  the  loin,  felt  for  the  other 
kidney,  thought  he  found  it,  and  then  removed  the  diseased  one.  The 
autopsy  showed  that  what  he  had  felt  was  not  the  kidney,  which 
proved  lacking,  but  a  thickening  on  the  pancreas. 
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All  these  methods  have  no  longer  a  raison  d'etre.  I  have  no  doubt 
their  death  sentence  has  been  pronounced.  In  their  place  I  propose 
the  following  method  of  procedure  in  cases  where  a  nephrectomy  is 
desirable  on  account  of  disease  of  one  kidney,  but  in  which  neither 
catheterization  of  the  ureters  nor  the  tests  for  functional  efficiency  of 
the  other  kidney,  as  described  above,  are  applicable  or  practicable. 

Before  the  operation  a  catheter  is  introduced  into  the  bladder  and 
.01  phloridzin  is  injected  subcutaneously.  As  soon  as  the  operation 
has  reached  the  point  where  one  can  begin  to  shell  out  the  kidney, 
an  intra-muscular  injection  of  .08  indigo-carmine  is  made.  After  ex- 
posing the  kidney  which  is  to  be  operated  on,  its  pedicle  is  compressed 
with  an  intestinal  clamp  and  the  wound  covered.  The  bladder  is 
now  irrigated  with  sterile  water  until  the  latter  returns  clear.  The 
bladder  urine,  which  represents  the  secretion  from  the  other  (non- 
operable)  kidney,  is  then  collected,  tested  for  albumen,  and  observa- 
tion made  as  to  the  time  of  appearance  and  intensity  of  the  blue 
color.  This  whole  test  takes  no  longer  than  5  minutes  as  it  takes  but 
16  minutes  for  the  elimination  of  sugar  to  begin  and  only  8  minutes 
for  the  appearance  of  the  blue  color.  The  procedure  is  free  from  all 
untoward  consequences.  In  this  way  we  obviate  operating  in  two 
stages,  a  proceeding  which  tends  to  diminish  the  patient's  chances  of 
recovery.  In  the  future  then,  we  shall  not  first  do  a  nephrotomy,  and 
follow  it,  as  I  did  in  my  case,  by  a  nephrectomy  but  we  shall  at  once 
decide  in  the  first  operation  whether  we  dare  sacrifice  the  kidney  or 
not.  If  sugar  appears  in  about  twenty  minutes,  if  the  coloring 
matter  begins  to  show  in  8  to  12  minutes,  if  the  urine  becomes  strongly 
blue,  and  if  there  is  no  albumen  or  only  a  trace,  then  the  kidney  is 
acting  promptly  and  permits  of  the  removal  of  the  sister  organ.  At 
all  events,  through  this  knowledge  of  the  condition  and  functional 
efficiency  of  the  other  kidney,  without  which  no  nephrectomy  is  nowa- 
days permissible,  one  will  diminish  the  risks  for  the  patient.  More- 
over, the  knowledge  obtained  in  this  manner  will  possess  a  greater 
degree  of  certainty  than  was  possible  by  means  of  the  former  accessory 
operations. 

If  I  always  speak  in  the  comparative  degree,  as  of  "  a  greater 
reliability,"  I  do  so  purposely,  for  only  experience  extending  over 
many  years  will  show  whether  this  reliability  is  not  only  relative 
but  also  absolute.  My  own  observations  up  to  this  time,  as  well  as 
those  of  others,  justify  the  following  conclusions: 

If  sugar  and  coloring  matter  are  eliminated  promptly  and  inten- 
sively, then  the  kidney,  be  it  diseased  or  healthy,  works  well  and 
permits  of  the  removal  of  the  other  organ.  In  case  however  the 
elimination  is  perceptibly  delayed  and  falls  considerably  below  the 
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normal  standard,  then  the  function  is  disturbed  and  it  remains  doubt- 
ful if  the  kidney  when  left  to  do  all  the  work  alone  will  suffice  to 
perform  its  added  functions.  So  far  as  my  own  studies  show,  I 
personally  would  not  dare  to  perform  a  nephrectomy  in  such  a  case. 
An  exceptional  case  occuring  now  and  then  cannot  alter  this  thesis. 
The  rule  is  what  counts  for  practical  purposes,  not  the  exception. 
However  as  it  happens  now  and  then  that  even  under  normal  condi- 
tions there  is  a  delay  in  the  elimination  of  sugar  and  indigo,  one 
must  combine  both  tests,  for  then  the  chances  of  recognizing  an  ex- 
ceptional case  as  such  are  naturally  increased.  Luckily  such  cases 
as  the  one  described,  where  our  only  means  of  determining  the 
admissibility  of  a  nephrectomy  intra  operationem  is  the  behavior  either 
of  the  sugar  or  of  the  coloring  matter,  are  rare.  In  most  cases  we  are 
able  to  combine  the  method  of  preliminary  injection  of  indigo- 
carmine  with  our  much  more  exact  method  of  determining  the  com- 
parative freezing  points,  urea  content,  and  the  elimination  of  sugar 
after  phloridzin.  All  these  items  imply  different  working  capacities 
of  the  kidneys  and  therefore  enhance  the  certainty  of  our  judgment 
regarding  the  activity  of  the  kidney  in  general. 

Finally,  as  regards  the  case  where  in  spite  of  the  prompt  and  active 
elimination  of  the  blue  coloring  matter  the  kidney  appears  to  be 
diseased  on  account  of  the  presence  of  albumen,  a  discussion  of  this 
matter  at  the  present  time  would  lead  too  far.  The  question  of  the 
permissibility  of  the  removal  of  one  kidney  when  the  other  kidney 
is  diseased  I  shall  make  the  subject  of  a  later  communication. 


Late  Muscular  Syphilis — T.  Secchi  (Annates  des  Maladies  Ven- 
eriennes,  1908,  No.  7),  reports  two  cases  of  muscular  syphilis,  both 
occurring  very  late  in  the  disease.  The  first  patient  was  a  man  aged 
51,  in  whom  there  were  multiple  muscular  gummas,  twenty-five  years 
after  the  appearance  of  the  chancre.  The  second  patient  was  a  man 
aged  55,  who  had  contracted  syphilis  twenty-two  years  before  the  mus- 
cular symptoms  made  their  appearance.  In  the  latter  case,  there  was 
a  febrile  period  lasting  for  a  number  of  months,  then  a  period  char- 
acterized by  muscular  pains,  with  but  few  gummas,  slight  fever, 
with  long  intermittences,  and  finally,  a  period  characterized  by  the  ap- 
pearance of  multiple  muscular  gummas.  The  author  points  out  that 
the  lateness  of  these  muscular  lesions  was  very  exceptional.  In  both 
cases,  the  principal  cause  of  the  muscular  involvement  was  an  insuffi- 
cient mercurial  treatment. 


Contributed  by  the  Author  to  the  American  Journal  of  Urology. 


THE  INDICATIONS  FOR,  AND  THE  TECHNIQUE  OF 
PARTIAL  NEPHRECTOMY. 

By  Charles  Greene  Cumston,  M.  D.,  Boston,  Mass. 

PARTIAL  resection  of  the  kidney  is  both  a  radical  and 
conservative  operation.  As  I  shall  point  out,  it  is  quite 
proper  when  the  physiology  and  pathologic  anatomy  of 
the  kidney  is  considered.  That  it  is  a  possible  interference  has 
been  a  settled  question  ever  since  experimental  physiology  has 
put  beyond  doubt  not  only  the  possibility,  but  rapidity  of  cica- 
trization of  the  renal  tissue  and  its  compensatory  power  mani- 
fested by  hypertrophy  of  the  organ.  Tillmanns  believed  that 
the  epithelial  and  connective  tissue  cells  of  the  kidney  could  play 
no  part  in  the  cicatricial  process,  while  Pizenti  and  Mattei  at- 
tribute the  healing  process  to  both  these  tissues.  And  lastly, 
Tuffler  proved,  by  numerous  experiments,  the  possibility  of  heal- 
ing by  first  intention  of  wounds  of  the  kidney.  If  a  deep  in- 
cision is  made  in  the  kidney  of  a  dog,  at  the  end  of  two  days 
one  will  find  a  degeneration  of  the  uriniferous  canals  that  have 
been  cut,  while  the  straight  tubules  remain  nearly  normal.  But 
later  on  a  reticular  tissue  will  be  found  between  the  borders  of 
the  wound  containing  in  its  meshes  blood  and  embryonal  cells. 
At  the  end  of  six  weeks  there  is  a  fibrous  transformation  of  the 
cicatricial  mass  and  absorption  of  the  blood.  In  the  neighbor- 
hood of  the  cicatrix  the  proliferation  of  the  connective  tissue 
around  the  injured  tubules  produces  a  limited  interstitial  ne- 
phritis. In  other  words,  between  the  borders  of  the  renal  wound 
the  same  phenomena  transpire  as  in  all  wounds  of  soft  structures, 
viz. — blood,  plastic  lymph  and  embryonal  cells  in  the  beginning, 
then  fibrous  organization  of  the  cicatrix.  All  this  transpires 
rapidly  because,  according  to  Barth,  by  the  tenth  day  the 
wound  is  filled  with  firm  granulation  tissue.  But  around  the 
wound,  contrary  to  what  takes  place  in  wounds  of  other  soft 
structures,  the  renal  tissue  presents  degeneration  due  to  circu- 
latory disturbances,  which,  for  that  matter,  are  limited  and 
without  any  action  on  the  function  of  the  remaining  portion  of 
the  organ. 

Not  only  does  a  portion  of  the  kidney  left  after  resection 
carry  out  its  normal  functions,  but  what  is  more,  it  becomes 
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hypertrophied  so  that,  to  a  certain  extent,  it  takes  the  place  of 
the  portion  resected,  because  a  compensatory  hypertrophy  of 
the  renal  tissue  is  met  with  in  the  remaining  healthy  portion  of 
a  resected  kidney,  as  well  as  in  the  opposite  organ.  The  ex- 
periments of  Sacerdotti  have  demonstrated  that,  when  the  renal 
tissue  has  more  material  to  eliminate,  either  by  loss  of  its  own 
structures,  or,  on  account  of  an  increase  in  the  number  of  ele- 
ments which  must  be  eliminated  by  the  urine,  a  neoformation  of 
the  glomerular  takes  place  in  those  parts  of  the  cortex  supplied 
by  the  large  vessels. 

The  histologic  mechanism  of  compensatory  hypertrophy  is 
still  a  discussed  question.  While  certain  writers,  as  for  example, 
Tuffier,  Toupet,  Tillmanns  and  Sacerdotti  admit  the  formation 
of  new  glomerulae,  Barth,  Albarran  and  Van  der  Stricht  pretend 
that  there  is  merely  hypertrophy  of  the  glomerular  and  tubules, 
without  any  neoformation.  The  experiments  of  Paoli  show  up 
to  what  point  compensatory  hypertrophy  of  the  portion  remain- 
ing after  partial  nephrectomy  may  reach,  since  the  animals  from 
whom  a  large  portion  of  one  kidney  had  been  removed  could 
still  live. 

From  the  histologic  view  point,  therefore,  partial  nephrect- 
omy is  possible,  and,  in  practice,  is  easily  performed,  since  the 
renal  tissue  accommodates  itself  to  aseptic  sutures  and  there  is 
no  fear  of  infiltration  of  urine  in  the  incision,  while  hemostasis 
is  easy  to  obtain.  Likewise,  partial  nephrectomy  is  a  useful 
operation  and  has  often  been  resorted  to  in  preference  to  total 
nephrectomy.  It  is  true  that  experiments  in  the  first  place,  and 
clinical  facts  afterwards,  have  sufficiently  demonstrated  that  a 
single  kidney  is  sufficient  to  carry  out  the  functions  of  elimina- 
tion, on  account  of  the  remarkable  compensatory  hypertrophy 
of  the  renal  parenchyma.  But  we  also  know  that  this  hyper- 
trophy only  takes  place  when  the  renal  parenchyma  is  absolutely 
healthy.  Therefore,  before  undertaking  any  radical  interference, 
the  integrity  of  the  kidney  to  be  left  should  be  made  evident. 
Unfortunately,  there  are  cases  where  bilateral  lesions  give  no 
clinical  signs  and  cannot  be  detected  by  the  most  careful  pro- 
cedures of  investigation.  For  example,  in  one  case,  Gersuny  with- 
drew by  catheter  from  one  ureter  a  perfectly  limpid  urine  and 
total  nephrectomy  was  done  on  the  other  kidney  on  account  of 
pyonephrosis.  The  patient  died  on  the  same  day  and  autopsy 
showed  that  the  remaining  kidney,  which  had  been  considered 
healthy,  had  only  one  pyramid  intact,  the  remainder  of  the  or- 
gan being  transformed  into  a  large  purulent  sac. 
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Then,  again,  it  may  happen  that  the  lesion  exists  in  one 
kidney  at  the  time  of  the  operation,  but  that  afterwards  the 
remaining  kidney  becomes  in  its  turn  diseased.  In  this  respect, 
a  case  recorded  by  Tuffier  is  instructive  and  shows  well  how  in 
this  case  partial  nephrectomy  was  far  more  preferable  than  total 
nephrectomy  would  have  been.  The  case  was  one  of  a  serous 
cyst  of  a  kidney  removed  by  partial  nephrectomy.  Later  on, 
the  patient  developed  an  epithelioma  of  the  bladder,  from  which 
he  succumbed.  At  the  autopsy  the  ureter  on  the  kidney  not 
operated  on  was  occluded  by  the  vesical  tumor  and  the  patient 
only  lived  on  account  of  the  kidney  which  had  been  partially 
resected.  A  case  recorded  by  Pousson  also  makes  evident  another 
cause  of  death  after  nephrectomy.  This  patient  had  a  calculous 
pyelonephritis  of  the  right  kidney  diagnosticated  by  the  X-ray. 
Catheterism  of  the  ureters  was  not  done.  Segregation  of  the 
urine  was  impossible  on  account  of  pain.  A  chemical  analysis  of 
the  urine  and  the  methylen  blue  test  remained  negative  and  total 
nephrectomy  was  done.  Twelve  hours  afterwards  anuria  de- 
veloped and  the  patient  died.  Autopsy  showed  the  left  kidney 
increased  in  size  and  macroscopically  normal,  but,  under  the 
microscope  lesions  of  hyperacute  epithelial  nephritis  were  found. 
According  to  Pousson,  this  lesion  was  the  result  of  the  supple- 
mentary work  thrown  on  the  kidney.  It  is  this  biologic  resistance, 
that  no  known  method  is  capable  of  measuring,  which  creates 
serious  obstacles  to  total  nephrectomy.  In  both  the  cases  of 
Gersuny  and  Pousson  if  partial  nephrectomy  had  been  possible, 
both  patients  might  probably  have  lived.  The  existence  of  a 
single  kidney  is  still  another  reason  for  resorting  to  a  conserva- 
tive operation.  For  instance,  Monod  reports  the  case  of  a  man 
74  years  old  who  died  from  anuria  after  nephrectomy  of  the 
right  kidney  and  at  autopsy  at  the  spot  where  the  left  kidney 
sho.uld  have  been  was  found  a  round  shell  with  thick  walls  con- 
taining a  cloudy  liquid  which  in  no  way  resembled  urine.  There 
was  not  even  a  vestige  of  the  ureter. 

Partial  nephrectomy  has  usually  been  done  without  premedi- 
tation and  its  indication  has  only  been  discovered  during  opera- 
tion. In  the  majority  of  published  cases  of  partial  nephrectomy 
the  indication  for  this  interference  was  not  demonstrated  clini- 
cally and  usually  they  were  instances  of  renal  traumatism,  lithi- 
asis,  suppuration  and  so  forth  which,  when  operated  on,  were 
found  localized  so  that  total  nephrectomy  was  not  necessary.  In 
other  cases  partial  resection  was  done  on  account  of  the  difficul- 
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ties  presented  by  the  existing  conditions,  so  that  a  conservative 
operation  had  to  be  carried  out.  The  principal  indications  for 
partial  resection  are  consequently  the  localization  of  the  lesions 
and  the  anatomical  possibility  of  removing  the  diseased  portion. 

Renal  contusion  necessitates  an  urgent  operation  on  ac- 
count of  serious  hemorrhage.  Generally,  in  these  cases,  the  kid- 
ney is  otherwise  healthy,  so  that  preservation  of  the  organ  should 
be  the  rule.  Total  nephrectomy  is  only  indicated  when  the  organ 
has  been  completely  crushed.  Partial  nephrectomy  should  here 
be  resorted  to  when  packing  the  kidney  with  gauze,  suture,  or 
the  ligature  of  a  large  vessel  have  remained  unsuccessful.  The 
operation  is  efficacious  and  easy.  The  indications  for  partial 
nephrectomy  in  renal  contusion  are  the  same  as  in  the  case  of 
laceration. 

Referring  now  to  renal  neoplasms  I  will  not  include  those 
of  a  malignant  nature,  as  they  are  contraindications  to  partial 
resection  of  the  organ.  Non-malignant  tumors,  although  of  in- 
frequent occurrence,  require  an  early  interference  and,  as  soon 
as  a  kidney  becomes  enlarged  and  slightly  painful,  as  soon  as  a 
renal  growth  is  suspected,  the  organ  should  be  examined  by  an 
exploratory  incision  and,  when  the  tumor  is  limited  in  extent  and 
presents  no  characters  of  malignancy,  partial  resection  is  indi- 
cated. Unfortunately,  however,  the  non-malignant  nature  of 
some  of  these  growths  is  not  always  an  easy  matter  to  decide, 
even  when  the  kidney  is  in  the  surgeon's  hands. 

Paranephritic  growths,  arising  in  an  organ  in  the  neighbor- 
hood of  the  kidney,  usually  in  its  fibrous  capsule,  or  in  the  peri- 
nephritic  fat,  are  usually  lipomata,  myxolipomata,  fibrolipomata, 
fibromata,  or  cysts,  and  they  are  not  long  in  contracting  adhe- 
sions with,  and  involving  the  renal  parenchyma.  To  remove  the 
growth  completely  it  is  necessary  to  resect  a  portion  of  the 
kidney  involved,  so  that  a  partial  nephrectomy  is  here  done.  The 
large  polycystic  kidney,  which  is  beyond  the  domain  of  surgery, 
will  consequently  be  not  referred  to  and  I  shall  merely  mention 
hydatid  cysts,  serous  cysts  and  cystic  tumors  of  the  kidney. 

Hydatid  cysts  of  the  kidney,  as  in  the  majority  of  other  organs, 
require  a  very  free  interference.  Simple  puncture  is  quite  in- 
sufficient and  the  walls  of  the  pocket  should  be  curetted  and  re- 
moved. Now,  Albarran  has  demonstrated  that  in  all  cases,  the 
cystic  wall  is  intimately  united  with  the  renal  tissue  so  that 
when  dealing  with  these  cysts,  nephrectomy  or  nephrostomy  has 
been  recommended  by  numerous  surgeons,  but,  in  every  instance, 
where  the  renal  parenchyma  is  normal  in  considerable  extent,  I 
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believe  that  a  conservative  operation  impose  itself.  Conse- 
quently the  cyst  should  he  dissected  out,  removing  a  certain 
amount  of  the  renal  parenchyma  along  with  it.  In  these  cases 
partial  nephrectomy  is  particularly  applicable  in  superficial  cysts, 
or  when  the  growth  is  .seated  at  one  of  the  poles  of  the  kidney. 

Large  serous  cysts,  whose  diagnosis  is  most  difficult,  are 
generally  located  at  one  of  the  extremities  of  the  kidney.  Usually, 
the  renal  parenchyma  is  healthy  and,  consequently,  should  be  re- 
spected. Simple  puncture  or  opening  and  draining  the  pocket 
are  usually  insufficient  to  obtain  a  cure,  and,  consequently  par- 
tial resection  of  the  kidney  has  an  absolute  indication  in  these 
cases.  Sometimes  one  finds  cystic  tumors  quite  localized,  and 
therefore  susceptible  for  an  economical  interference.  The  same 
may  be  said  of  dermoid  cysts  and  certain  dilatations  of  the  renal 
tubules  due  to  a  local  retention. 

Calculous  pyonephrosis  requires  surgical  interference  and, 
generally,  nephrotomy  is  done,  usually  followed  by  a  fistula,  so 
that,  for  this  reason  total  nephrectomy  has  been  advised.  It 
should  be  recalled  that,  in  the  majority  of  cases  of  calculous 
pyonephrosis,  the  entire  kidney  is  not  involved  in  the  suppurative 
process,  but  usually  a  portion  of  the  renal  parenchyma  is  intact 
and  the  lesion  is  more  or  less  limited  to  one  of  the  poles  of  the 
organ.  Here  we  have  one  of  the  best  indicaitons  for  partial 
nephrectomy  because  by  this  operation  the  calculus  or  calculi 
may  be  removed  at  the  same  time  that  the  abscess  is  resected  and 
several  very  successful  outcomes  have  been  recorded.  A  pyone- 
phrosis not  of  calculous  origin  presents  lesions  which  are  not 
limited  and  here  one  is  dealing  with  multiple  abscesses,  numerous 
pockets  filled  with  pus  disseminated  generally  throughout  the 
renal  parenchyma.  This  would  seem  to  represent  an  absolute 
contraindication  for  partial  nephrectomy  and  where  this  has  been 
resorted  to  under  these  circumstances,  fistula  formation  has  al- 
ways followed.  However,  as  total  nephrectomy  is  oftentimes  ren- 
dered extremely  difficult  by  a  perinephritis  which  renders  the 
total  removal  of  the  kidney  almost  an  impossibility,  the  kidney 
may  be  split  open  and  then  resection  of  the  wall  of  the  abscess 
and  surrounding  renal  tissue  may  be  undertaken. 

Renal  fistulae  may  persist  after  suppurative  lesions  of  the 
kidney  or  after  operation  on  the  organ.  Two  conditions  must  be 
considered.  In  the  first  place,  is  the  ureter  patent?  Guyon 
pointed  out  that  one  should  never  remove  a  kidney  although 
atrophied,  if  it  still  carries  out  a  part  of  its  functions  and  one 
should  be  content  with  extirpation  of  the  fistulous  tract.  However, 
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it  would  seem  preferable  to  re-establish  completely  the  caliber  of 
the  ureter  by  introducing  a  ureteral  catheter  which  is  left  per- 
manently, following  by  irrigation  of  the  kidney.  Now,  when  the 
ureter  is  occluded  one  should,  after  freeing  the  kidney  from  its 
connections  with  the  fistula,  and  after  suture  of  the  resulting 
wound  inflicted  to  the  kidney,  dissect  out  the  parietal  fistulous 
tract.  When  the  renal  fistula  is  of  a  purulent  nature,  a  partial 
nephrectomy  may  be  done,  on  the  condition  that  the  fistula  arises 
from  a  limited  and  single  pocket.  In  all  other  cases  total  nephrec- 
tomy must  be  done. 

In  cases  of  limited  tuberculous  lesions  partial  nephrectomy 
has  its  indications.  In  these  cases,  as  in  all  instances  of  tuber- 
culous abscess,  the  caseous  foci  should  be  thoroughly  curetted  and 
the  walls  cauterized  with  a  solution  of  chloride  of  zinc.  The  re- 
nal parenchyma  is  very  tolerant  of  these  caustics.  Instead  of  a 
limited  interference,  such  as  described,  occasionally  a  large  portion 
of  the  kidney  may  be  resected.  In  one  case  I  removed  the  lower 
pole,  representing  about  one-third  of  the  organ,  for  a  large  tu- 
berculoma existing  at  this  point.  Before  I  decided  upon  partial 
nephrectomy?  the  kidney  was  split  open  and  the  organ  appeared 
normal  excepting  at  that  part  containing  the  large  single  tuber- 
culous neoplasm.  This  was  done  five  years  ago  and  the  patient 
is  in  very  good  health  at  the  present  time.  Similar  cases  have 
been  reported  by  Cramer,  Fenger  and  Israel. 

Albarran  has  attacked  these  conservative  interferences, 
stating  that  the  method  is  an  incomplete  one,  and  that  it  is  im- 
possible to  know  whether  or  not  one  does  not  leave  behind  other 
tuberculous  foci.  But,  if  one  reads  the  above-mentioned  recorded 
cases  it  will  be  at  once  evident  that  a  very  noticeable  improve- 
ment took  place,  if  not  a  complete  cure,  and  that  on  account  of 
special  conditions  other  operations  would  have  not  given  any 
better  results. 

In  the  first  place,  there  is  one  absolute  contraindication  to  all 
partial  resections  of  the  kidney  and  this  is  when  one  is  dealing 
with  a  malignant  tumor  of  the  organ.  Partial  nephrectomy  has 
been  undertaken  by  eminent  surgeons  in  cases  of  malignant  neo- 
plasm, but  a  recurrence  of  the  growth  usually  took  place  in  all 
of  them.  In  all  the  cases  where  the  conservative  operation  was 
done,  the  lesions  were  limited,  but,  in  spite  of  that,  a  radical 
operation  should  be  given  preference.  Another  quite  as  absolute 
contraindication  is  the  diffusion  of  the  renal  lesions.  When  the 
entire  kidney  is  transformed  into  a  large  purulent  pocket,  when 
it  is  found  riddled  with  cysts,  when  a  benign  tumor  has  destroyed 
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almost  the  totality  of  the  renal  parenchyma,  the  remainder  being 
the  seat  of  a  sclerous  process,  when  a  traumatism  has  reduced 
the  organ  to  a  mass  of  pulp,  when  tuberculosis  has  produced 
multiple  lesions,  in  all  these  cases  the  lesions  are  far  too  diffused, 
so  that  no  one  would  consider  the  question  of  a  partial  ablation. 
In  the  above-mentioned  conditions  there  is  practically  no  healthy 
parenchyma  remaining  and  that  portion  of  the  kidney  that  might 
be  allowed  to  remain  would  be  functionally  worthless.  A  perma- 
nent occlusion  of  the  ureter  is  also  an  absolute  contraindication 
for  partial  nephrectomy. 

As  has  been  pointed  out,  the  renal  lesions  where  partial  ne- 
phrectomy is  justifiable  are  numerous  and  varied.  It  is  easily 
understood  that  the  operative  technique  of  each  nephrectomy 
will  have  characters  in  common  due  to  the  identity  of  the  region 
and  the  special  characters  due  to  the  type  of  lesions  present. 
The  first  thing  to  do  is  to  expose  the  kidney  and  secure  a  tem- 
porary hemostasis.  Next,  one  proceeds  with  the  removal  of  each 
lesion  by  that  method  which  is  special  to  it  and  finally,  the  third 
stage  in  the  operation  is  the  closure  of  the  renal  incision  and 
hemostasis.  To  reach  the  kidney  one  will  select  the  usual  route 
employed  for  nephrectomy.  A  lumbar  incision  should  be  made 
more  or  less  parallel  with  the  twelfth  rib  and  then  when  the  kid- 
ney has  been  exposed  with  care  and  freed  from  its  fatty  capsule 
it  may  then  be  explored  with  the  finger  and  inspected  with  the 
eye,  thus  verifying  the  diagnosis  and  to  decide  whether  or  not 
partial  nephrectomy  can  be  done.  The  exposure  of  the  kidney  is 
sometimes  a  long  and  difficult  process,  but  it  has  the  advantage 
of  allowing  one  to  mobilize  the  organ  and  bring  it  up  into  the  field 
of  operation. 

When  the  kidney  has  been  freed,  temporary  hemostasis  should 
be  secured  because  the  renal  tissue  is  extremely  vascular  and, 
when  th  organ  is  incised,  one  is  considerably  hindered  by  the 
blood.  Many  procedures  for  procuring  temporary  hemostasis 
have  been  advised,  but,  for  simplicity,  I  have  always  found  the 
clamps  I  invented  for  this  purpose,  and  which  were  described  a 
number  of  years  ago  in  the  "  Annals  of  Surgery  "  and  more 
recently  in  Fowler's  "Treatise  on  Surgery,"  to  fulfill  their  part 
completely. 

Lastly,  one  will  proceed  to  the  exposure  of  the  lesion.  The 
kidney  should  be  incised  along  its  convex  aspect  unless  there  is 
some  absolute  contraindication.  This  incision  is  advantageous 
inasmuch  as  it  is  parallel  to  the  course  of  the  large  renal  vessels, 
and,  in  the  kidney,  as  elsewhere,  incisions  made  parallel  to  the 
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large  blood  vessels,  give  rise  to  less  hemorrhage.  The  renal  cap- 
sule should  be  decorticated,  but  not  excised,  which,  as  I  shall 
point  out,  renders  the  final  suturing  and  hemostasis  easier.  In 
order  to  remove  the  lesion  two  procedures  may  be  resorted  to, 
viz., — curettage  and  enucleation  of  excision.  One  may  at  once 
penetrate  into  the  middle  of  the  lesion  and  separate  the  diseased 
structures  from  the  normal  tissue,  or,  on  the  other  hand,  by  incising 
in  healthy  tissue,  one  may  excise  the  lesion  along  with  a  small 
amount  of  the  surrounding  renal  parenchyma.  The  first  procedure 
may  be  employed  in  purulent  collections.  The  abscess  is  incised 
and  emptied  and,  if  any  calculi  are  present,  they  are  removed. 
Then  the  walls  of  the  abscess  may  be  curetted,  but  I  believe  the 
better  practice  is  to  excise  them  with  scissors,  including  a  small 
portion  of  the  surrounding  healthy  parenchyma  which  is  adher- 
ent to  the  abscess  walls.  I  would  point  out,  however,  that  the 
abscess  may  include  the  renal  pelvis  so  that  the  ureter  is  in  direct 
connection  with  the  abscess  cavity  and,  under  these  circumstances, 
a  partial  resection  of  the  purulent  pocket  and  a  portion  of  the 
renal  pelvis  is  necessary.  Afterwards  the  borders  of  the  wound 
of  the  pelvis  are  united  with  sutures,  likewise  those  of  the  renal 
parenchyma.  When  the  abscess  has  been  resected,  a  renal  wound 
exists  which  is  composed  only  of  absolutely  healthy  tissue.  Fibro- 
mata should  be  enucleated  by  passing  a  cutting  instrument  exactly 
in  the  limit  between  the  healthy  and  diseased  tissue.  Reported 
cases  show  that  this  is  quite  possible.  For  all  other  lesions  excision 
en  masse  should  be  employed.  However,  I  would  call  particular 
attention  to  the  technique  to  be  employed  in  hydatid  or  serous 
cysts.  Here  an  absolute  typical  enucleation  can  be  done  in  all 
cases,  but  even  when  the  cyst  is  so  small,  its  wall  is  intimately 
connected  with  the  surrounding  renal  parenchyma.  Consequently, 
the  cyst  cannot  be  dissected  off  so  that,  with  the  scissors,  the  cyst 
is  cut  out  from  the  surrounding  healthy  renal  tissue  so  that  it  is 
removed  in  one  piece  along  with  a  thin  peripheral  layer  or  renal 
tissue  adhering  to  it. 

If  the  cyst  is  too  large,  as  is  often  the  case  in  hydatid  cysts, 
puncture  and  evacuation  of  the  contents  will  reduce  the  size  of 
the  lesion  and  then  excision  may  be  proceeded  with  with  greater 
ease.  But,  in  the  case  of  hydatid  cyst,  on  account  of  the  great 
toxicity  of  the  contents,  one  should  use  every  precaution  to  close 
the  opening  made  by  the  needle  with  a  clamp,  or,  after  evacuation, 
the  pocket  may  be  irrigated  with  a  solution  of  sublimate  before 
proceeding  with  the  excision. 

In  all  other  lesions,  such  as  a  localized  contusion,  an  in- 
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filtrating  renal  tuberculosis,  a  fistulous  tract,  small  abscesses  and 
multiple  cysts,  the  technique  will  be  the  same,  viz., — excision  with 
a  knife  or  scissors  of  the  diseased  structures  by  cutting  in  healthy 
parenchyma.  No  matter  what  may  be  the  lesion,  no  matter  what 
technique  may  be  employed,  the  operation  will  result  in  a  renal 
wound  limited  by  healthy  tissue.  The  resulting  cavity  should  be 
sutured  and  at  the  same  time,  hemostasis  will  be  assured.  Fairly 
large  size  catgut  sutures  are  introduced  deeply  and  brought  out 
on  the  other  side  and  thus  they  will  be  placed  perpendicularly  to 
the  incision,  the  number,  of  course,  varying  with  the  extent  of  the 
resection.  The  sutures  should  not  be  tied  too  tightly,  because, 
after  the  hemostatic  clamp  has  been  removed  from  the  pedicle, 
the  blood  enters  the  organ  and  causes  it  to  fill  out,  so  that, 
should  the  sutures  be  tied  too  tightly,  they  would  cut  into  the 
organ.  I  would  point  out  also  that  the  capsule  which  has  been 
decorticated  should  have  been  left  intact,  and  the  suture  should 
include  this,  because,  on  account  of  the  great  friability  of  the 
renal  parenchyma,  there  will  be  great  likelihood  of  the  sutures 
cutting  into  it.  But  when  the  capsule  has  been  included,  it  acts 
as  a  barrier  to  such  an  eventuality.  The  clamp  on  the  pedicle 
should  be  removed  only  after  the  kidney  has  been  sutured.  Some 
surgeons  pack  the  incision  with  gauze,  or  even  suture  the  kid- 
ney to  the  borders  of  the  incision,  but  I  have  never  seen  the 
necessity  of  this  and  usually  the  incision  in  the  lumbar  region, 
including  the  perirenal  fat,  may  be  closed,  either  with  or  without 
drainage  as  may  be  indicated. 

Of  course,  a  urinary  fistula  might  arise  after  partial  ne- 
phrectomy, particularly  in  the  case  of  a  pyonephrosis  and,  con- 
sequently, it  is  absolutely  necessary  before  doing  a  partial  ne- 
phrectomy to  see  that  the  urethra  is  patent,  which  is  easily  made 
evident  by  catheterism. 

871  Beacon  Street. 


Arhovin  in  the  Internal  Treatment  of  Gonorrhea. — Dreysel 
(Forischritte  der  Medizin,  1908,  page  101)  used  arhovin  in  58 
cases  of  gonorrheal  urethritis  in  men  in  various  stages  of  the  disease. 
His  conclusions  are  as  follows:  Arhovin  is  better  borne  than  any  of 
the  other  internal  remedies,  but  it  is  not  a  specific  against  the  action 
of  gonoeocci,  and  is  not  sufficient  alone  for  the  cure  of  a  gonorrheal 
inflection.  It  does  support  and  assist  local  treatment,  and  relieves 
the  symptoms  especially  in  posterior  urethritis.  It  also  seems  to  pre- 
vent the  occurrence  of  complications.  Arhovin  has  no  curative  action 
in  prostatitis. 


Contributed  by  the  Author  to  the  American  Journal  of  Urology. 

SOUNDS  VERSUS  DILATORS* 


By  A.  Ravogli,  M.  D.,  Cincinnati. 

THE  metal  sound  is  the  oldest  instrument  which  the  surgeon 
has  used  in  the  treatment  of  urethral  affections.  It  has 
stood  for  centuries  and  nobody  can  say  that  he  can  prac- 
tice genito-urinary  surgery  without  the  use  of  the  steel  sound. 
The  name  catheter  may  be  considered  a  synonym,  as  the  Greek  root 
means  sound  and  all  instruments  intended  to  be  introduced  into 
canals,  sinuses,  etc.,  were  grouped  under  this  name.  We  exclude 
from  our  subject  the  straight  metal  sounds  and  we  confine  our 
remarks  to  the  ordinary  curved  steel  sound  which  Keyes  very 
properly  called  the  best  instrument  with  which  to  obtain  a  cure, 
the  only  instrument  to  maintain  one. 

An  ordinary  steel  sound  of  22  centimeters  in  length  with  a 
proper  curve  is  the  instrument  which  has  the  double  action,  that 
of  a  wedge  and  that  of  a  lever  of  the  first  order.  The  curve,  ac- 
cording to  Civiale,  is  found  by  tracing  on  a  sheet  of  paper  a 
circle  78  millimeters  in  diameter,  and  at  the  2-9  of  it  which  is  54 
millimeters  of  the  circumference  the  concave  of  the  sound  has  to 
be  adapted.  Sir  Charles  Bell  and  Sir  Henry  Thompson  have 
mathematically  calculated  the  exact  length  of  the  curve  adapted 
to  the  greatest  number  of  the  urethras,  as  that  of  a  circle  of  8.125 
cm.  diameter,  and  the  arc  of  a  circle  to  represent  the  subpubic 
curve  as  that  of  a  subtended  chord  6.875  cm.  long.  In  correct 
instruments  the  tangent  to  the  axis  of  the  curve  at  its  extremity 
will  intersect  the  projected  axis  of  the  shaft  at  a  little  less  than 
a  right  angle.  If  the  curve  comprises  only  a  quarter  of  a  circle, 
the  tangent  meets  the  projected  shaft  at  an  exactly  right  angle. 
An  instrument  with  curve  as  given  is  good  and  can  be  used  in  the 
urethra  of  the  average  person. 

Kollmann  and  Oberlander1  have  followed  the  teaching  of  Dit- 
tel  and  have  maintained  that  there  are  three  kinds  of  curves ;  the 
short,  the  middle  and  the  large.  The  short  curve  represents,  a 
segment  of  a  circle  with  a  diameter  of  9  centimeters,  and  the  point 
of  the  sound  is  at  the  distance  of  30  millimeters  from  the  shaft. 
The  middle  curve  represents  the  segment  of  a  circle  with  a  diameter 
of  10.8  cm.,  having  the  point  distant  42  millimeters  from  the 
shaft.  The  large  curve  forms  a  segment  of  a  circle  with  a  diam- 
eter of  13.8  cm.  and  the  point  is  distant  58  millimeters  from  the 
shaft. 

*  Read  at  the  meeting  of  the  American  Urologieal  Association  held  at 
Chicago,  June,  1908. 
iDie  Chronische  Gonorrhoe  der  Miinnlichen  Harnrohre.  Leipzig,  1901,  p.  43. 
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Gely  recommended  a  curve  representing  one-third  of  a  circle 
with  a  diameter  of  from  11  to  12  cm.  Guyon  is  satisfied  with  a 
curve  of  the  segment  of  a  circle  of  from  10  to  11  cm.  in  diameter. 
Larger  curves  he  uses  only  in  special  cases  of  prostatic  hyper- 
trophy. 

One  curve  which  is  found  of  practical  use  is  the  Benique 
curve  which  represents  exactly  the  half  circle.  In  some  cases,  espe- 
cially when  the  urethra  is  short  or  there  is  infiltration  of  the 
colliculus  seminalis  some  difficulty  may  be  found  in  the  introduc- 
tion. The  Benique  sound  was  modified  by  Guyon,  who  maintained 
that  the  curve  of  a  sound  must  be  a  segment  of  a  circle  with  the 
diameter  of  9.2  cm.  and  the  length  of  the  curve  to  amount  to 
one-fourth  of  the  whole  circumference.  These  sounds  are  useful 
in  cases  of  prostatic  hypertrophy,  and  on  account  of  their 
sharp  curve  are  capable  of  producing  a  strong  pressure  on  the 
colliculus  seminalis  and  on  the  other  glands.  This  pressure  can- 
not be  obtained  with  other  forms  of  sounds. 

For  ordinary  examination  and  for  treatment  we  consider  the 
ordinary  steel  sound  with  the  ordinary  curve  to  be  the  most 
satisfactory. 

The  caliber  of  sounds  is  measured  according  to  the  numbers 
given  by  Charriere  from  one  to  thirty,  one  representing  the  diam- 
eter of  1-3  of  a  millimeter,  and  every  successive  number  indicates 
an  increase  of  1-3  of  a  millimeter.  No.  3  Charrier  is,  therefore, 
one  millimeter  in  diameter,  while  30  represents  exactly  a  diameter 
of  10  mm. 

The  original  English  scale  has  12  numbers  based  on  the 
English  inch.  It  was  modified  by  Gouley,  increasing  the  numbers 
to  18,  and  each  number  is  different  from  the  other  by  1-2  milli- 
meter. 

The  American  scale  as  especially  introduced  by  Van  Buren 
and  Keyes  begins  with  1-2  mm.,  and  increases  progressively  at 
the  rate  of  1-2  mm. 

According  to  my  experience  in  the  examination  of  the  urethra 
it  is  useless  to  select  large  numbers.  No.  11A  is  the  best  size.  In 
introducing  the  sound,  there  must  be  kept  in  mind  the  four  pre- 
cepts of  Guyon,  that  the  roof  of  the  urethra,  when  the  penis  is 
erected,  forms  a  continuous  curve  from  the  fossa  navicularis  to 
the  bladder,  variations  of  caliber  with  exception  of  the  fossa  na- 
vicularis being  due  to  the  floor  of  the  urethra.  The  mucous  mem- 
brane of  the  roof  is  more  firmly  adherent  to  the  structure  under- 
neath than  that  of  the  floor,  and  the  latter  in  consequence  is  much 
more  elastic  and  distensible. 
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The  curve  of  the  urethra  is  the  curve  of  the  roof ;  the  pars 
pendula  being  movable  can  take  any  curve,  and  attention  has  to 
be  given  to  the  posterior  portion  from  the  bulbous  to  the  pros- 
tatic region,  which  is  firmly  bound  by  the  fascia?,  ligaments  and 
muscles.  The  instrument  must  be  introduced  without  any  force, 
it  has  to  fall  in  of  itself.  It  is  allowed  to  remain  one  or  two 
minutes  to  wait  until  the  spasm  of  the  transversus  perinei  has  sub- 
sided and  is  then  gently  withdrawn,  guiding  the  end  of  the  sound 
according  to  the  intended  curve.  Any  hardening  of  the  mucosa, 
which  we  improperly  call  wide  caliber  structure,  is  felt  by  the  fin- 
ger through  the  sound.  In  removing  the  sound  one  or  more  drops 
of  whitish  fluid  are  the  sign  of  the  existence  of  the  hardening  of 
the  mucous  membrane. 

In  cases  of  true  strictured  urethra  the  sound  No.  11  caliber 
will  not  go  in,  and  without  forcing  we  take  a  smaller  number  in 
order  to  try  the  introduction  of  the  sound.  If  this  does  not  suc- 
ceed the  best  thing  to  do  is  to  leave  off  any  manceuver  and  wait 
one  day  or  two,  giving  the  patient  hot  sitz  baths,  internal  admin- 
istration of  urotropin  to  disinfect  the  urine,  and  oblige  him  to 
remain  in  bed. 

During  the  last  term  in  the  City  Hospital  two  patients  were 
sent  to  my  service  with  strictures  of  the  urethra  affecting  the  cali- 
ber. In  one  case  urination  was  very  frequent,  but  only  a  few 
drops  at  a  time.  The  small  quantity  of  urine  which  could  be 
saved  in  the  glass  was  cloudy  and  full  of  long  and  short  shreds. 
For  diagnostic  purpose  I  tried  to  introduce  sound  No.  10,  I 
found  an  obstacle  at  the  bulb,  which  compelled  me  to  withdraw 
the  instrument.  Soft  bougies  were  tried,  but,  although  of  the 
filiform  caliber,  could  not  be  introduced.  I  returned  to  the  steel 
sound  No.  6  which  could  be  engaged  in  the  stricture.  Every  other 
day  the  sound  proceeded  a  little  until  I  succeeded  in  passing  the 
stricture.  Larger  sounds  were  then  used  and  the  patient  left 
the  hospital  in  a  much  better  condition.  The  other  patient  was 
nearly  in  the  same  condition.  When  I  tried  to  insert  the  sound 
No.  10  in  the  same  way  as  described  it  was  found  impossible 
to  proceed.  A  urethral  fever  developed  which  compelled  him  to 
remain  in  bed  two  or  three  days.  After  having  administered 
urotropin,  I  began  to  insert  a  steel  sound  No.  6,  which  I  could  en- 
gage in  the  stricture,  and  the  urethra  was  irrigated.  No  more 
urethral  fever  followed  the  manceuver,  and  with  patience  I  suc- 
ceeded in  passing  the  stricture  with  No.  6.  Gradually  increasing 
the  size  of  the  sound  I  succeeded  in  introducing  No.  12  and  15, 
and  then  the  patient  asked  for  his  discharge. 
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I  have  referred  to  these  two  cases  as  a  striking  example  of 
what  we  can  accomplish  by  means  of  a  simple  sound.  The  use  of 
the  sound,  however,  has  to  be  continued  for  a  long  time,  until  no 
more  mucus  follows  the  removal  of  it. 

The  necessity  of  a  dilatation  of  the  urethra  as  a  means  to 
remove  infiltrations,  which  are  the  result  of  chronic  gonorrhea, 
prompted  the  idea  of  the  dilators.  The  principle  of  dilatation  by 
these  instruments  is  not  new,  and  starting  with  the  Thompson  dila- 
tor and  Oberlander  dilator  we  reached  the  most  perfect  of  all  in- 
struments of  this  sort — the  Kollmann  instrument.  The  advan- 
tage of  this  instrument  is  in  the  possibility  of  producing  dilata- 
tion above  30  Charriere  in  one  point  of  the  urethra,  which  can- 
not be  obtained  with  the  ordinary  sounds.  Again  the  meatus 
presents  an  obstacle  for  the  large  sounds,  and  in  nearly  every 
case  meatotomy  must  be  practiced.  This  operation  is  avoided  by 
the  use  of  the  dilator.  Moreover  in  one  sitting  we  can  spare  the 
introduction  of  several  sounds  by  means  of  gradual  dilatation, 
and  with  the  instrument  alone  we  obtain  the  desired  degree  of  dila- 
tation. Notwithstanding  the  different  caliber  of  the  urethra  in 
its  different  anatomical  parts,  with  a  sound  the  dilatation  is  car- 
ried on  evenly  in  the  whole  urethral  tract,  while  with  the  dilators 
it  can  be  limited  to  those  parts  which  are  affected  and  in  this 
way  spare  the  others  which  do  not  need  dilatation. 

The  great  advantage  of  the  Kollmann  dilators  is  that  they 
are  constructed  with  four  blades  and  the  dilating  part  is  limited 
to  the  anterior  urethra  or  to  the  posterior  or  to  the  anteropos- 
terior. It  requires  a  set  of  at  least  three  instruments,  in  order 
to  be  able  to  use  them  in  the  cases  with  which  we  have  to  do.  The 
instrument  must  alwa}'s  have  the  rubber  cover,  and  I  think  that 
the  use  of  those  instruments  without  cover  is  dangerous,  because 
a  shred  of  the  mucous  membrane  is  liable  to  be  caught  between 
the  blades. 

For  many  years  we  have  been  using  the  dilators ;  first  the 
Oberlander  then  the  Kollmann  and  we  must  say  that  the  instru- 
ments in  our  hand  have  given  and  are  giving  satisfactory  results. 
The  dilator  has  to  be  used  with  great  care  and  the  dilatation  must 
be  practiced  by  degrees.  We  never  use  cocaine  to  make  the  ure- 
thra anesthetic,  for  we  want  the  patient  to  guide  us  with  his 
sensibility. 

The  dilatation  has  to  be  repeated  a  few  times  at  intervals  of 
a  few  days.  When  the  degree  of  dilatation  desirable  has  been  ob- 
tained it  is  superfluous  if  not  dangerous  to  persist  in  the  use  of 
the  dilators.    In  the  case  the  dilator  has  been  used  too  frequently 
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or  the  dilatation  has  been  carried  too  far  the  patient  will  tell  us 
that  he  is  compelled  to  pass  urine  every  five  minutes,  in  many 
cases  the  urine  will  be  turbid,  and  the  last  drops  will  be  expelled 
with  tenesmus. 

After  the  dilatation  has  been  obtained  it  is  time  to  return 
to  the  use  of  the  steel  sound.  According  to  Guyon  the  dilatation 
with  metal  sounds  is  not  entirely  mechanical  but  it  is  also  dynamic 
and  for  this  reason  dilatation  by  sounds  has  to  be  very  gradual  in 
passing  from  one  size  to  another. 

Asch2,  in  an  article  where  he  advocates  the  scraping  of  the 
strictures,  finishes  his  treatment  with  metal  bougies,  "  um  den  Er- 
folgzu  const atiren,  und  die  Harnrohren  wandungen  zugleich  einem 
gleichmassigev  Druck  auszusetzen."  It  shows  that  in  order  to 
maintain  the  results  the  metal  sounds  are  the  principal  factors. 

Motz3,  too,  praises  tne  action  of  the  dilators  for  the  cases 
where  infiltrations  are  localized,  because  they  produce  much  more 
dilatation  in  the  one  desired  place,  but  he  considers  the  dilators  in- 
efficient in  the  cases  of  diffused  infiltrations.  He  concluded  that 
the  dilators  are  to  be  employed  only  in  exceptional  cases,  and  in 
ordinary  cases  the  treatment  must  be  carried  out  by  means  of  the 
metallic  sounds,  preferably  those  of  Benique. 

I  must  state  that  this  article  has  been  prompted  by  the  expres- 
sions of  a  young  genito-urinary  surgeon,  who,  in  order  to  ascer- 
tain whether  a  man  was  perfectly  free  from  gonorrhea,  stated 
that  the  Kollmann  dilator  should  be  used  for  diagnostic  purposes. 
He  had  entirely  forgotten  our  old  steel  sounds. 

In  my  practice,  especially  for  diagnostic  purposes,  I  prefer 
an  ordinary  metallic  sound,  with  the  old  ordinary  curve  to  all 
other  bougies  and  to  all  other  differently  shaped  sounds.  An  or- 
dinary sound  of  a  medium  size,  No.  10  American,  when  introduced 
the  first  time  does  not  produce  pain  and  when  the  sound  is  re- 
moved any  little  infiltration  which  has  its  place  in  the  bulbar  re- 
gion is  easily  felt.  The  little  effort  which  is  required  in  removing 
an  ordinary  sound  causes  the  entrance  of  the  bulb,  which  is  the 
beginning  of  the  urethral  curve,  to  dilate.  In  so  doing  two  or 
more  drops  of  milky  mucous  fluid  oozes  out  of  the  urethra.  This 
does  not  occur  in  using  the  sounds  with  the  Benique,  or  with  the 
Benique-Guyon  curve.    The  pressure  on  the  bulb  is  not  then  limited 

2  Die  Urethrotomia  interna  und  di  e  Ausschabung  der  Strikturen  in  urethro- 
skopischer  Beleuchtung.  Zeitsehrift  fur  Urologie,  1908,  Bd.  II,  Heft  III,  p. 
255. 

3  Motz  B.  Traitment  des  urethrites  ehroniques — Ann.  des  mat  des  organ, 
gen  urin.  No.  6  Mars,  1903,  p.  435. 
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to  that  region  and  any  infiltration  cannot  be  appreciated  so  well  as 
with  a  metallic  sound  of  an  ordinary  form.  With  this  we  can 
practice  a  kind  of  massage  on  the  hardened  place  and  by  this 
means  we  can  produce  a  reabsorption  on  the  infiltrated  tissues. 

In  conclusion  I  may  say  that  an  ordinary  sound  is  the  best  and 
the  easiest  means  for  diagnostic  purposes. 

The  dilators  are  to  be  used  as  therapeutic  appliances,  and 
can  be  used  only  for  a  few  times. 

The  ordinary  sound  is  the  instrument  with  which  to  finish 
the  treatment  and  retain  the  beneficial  effects  which  have  been 
obtained. 

4    4  4 

Contributed  by  the  Author  to  the  American  Journal  of  Urology. 

BYRON  ROBINSON'S  THREE  URETERAL  ISTHMUSES 

By  T.  B.  Wood,  M.  D.,  Chicago. 

BY  this  note  I  wish  to  call  the  attention  of  the  medical  pro- 
fession to  the  extensive  original  work  done  on  the  ureters 
by  Byron  Robinson  during  the  past  fifteen  years.  Byron 
Robinson  began  investigation  to  determine  the  form  of  the  ureter 
in  man  and  animals,  dissecting  about  five  hundred.  He  injected 
some  two  hundred  with  air,  fluid,  hardening  substances,  as  plaster 
of  Paris,  paraffin,  red  lead,  and  starch,  after  which  photographs 
and  X-rays  were  taken  for  comparison  of  form.  He  has  pre- 
served at  the  Mary  Thompson  Hospital  laboratory  scores  of  these 
ureteral  specimens  injected  by  paraffin,  wax,  plaster  of  Paris,  red 
lead,  and  starch.  Byron  Robinson  found  in  general  that  the  ure- 
ters of  man  and  the  higher  apes  possessed  practically  three  con- 
stant constrictions  (isthmuses)  and  three  constant  dilatations 
(reservoirs).  He  calls  the  ui'eteral  constrictions  the  proximal, 
middle,  and  distal  ureteral  isthmuses.  The  proximal  ureteral  isth- 
mus is  located  practically  at  the  distal  renal  pole  (averaging  1-12 
of  an  inch  in  diameter).  The  middle  ureteral  isthmus  is  located 
at  the  point  where  the  ureter  crosses  the  iliac  artery  (averaging 
1-7  of  an  inch  in  diameter).  The  distal  ureteral  isthmus  is  located 
in  the  vesical  wall  (averaging  1-10  of  an  inch  in  diameter).  By- 
ron Robinson  has  worked  for  years  on  these  ureteral  isthmuses, 
laying  special  stress  on  their  location  because  of  their  practical 
utility  in  diagnosis,  in  peridoic  hydro-ureter,  and  operations  in 
nephrolithiasis.  The  ureteral  isthmuses  will  obstruct  ureteral 
calculus  and  suggest  to  the  physician  where  the  X-ray  shadow  may 
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appear ;  also  by  pathologic  flexion  and  ureteritis  induce  obstruc- 
tion to  the  flow  of  the  urine  at  the  isthmuses  (hydro-ureter). 

For  the  extensive  investigations  and  valuable  original  con- 
tribution on  the  three  ureteral  isthmuses  I  suggest  that  the  ana- 
tomic eponym  of  "  Byron  Robinson's  ureteral  isthmuses  "  be  ap- 


Illustrations  of  female  ureters,  with  isthmuses  and  dilatations,  in  their 
natural  course.  PI,  proximal;  MI,  middle,  and  DI,  distal  ureteral  isthmus. 
(C,  V),  L  and  ureteral  dilatations.  PYR,  renal  pyramids.  The  ureteral 
isthmuses  are  liable  to  be  obstructed  by  calculus  or  pathologic  ureteral  flexion 
or  tension. 
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plied  to  them.  I  selected  Byron  Robinson's  own  illustrations  to 
demonstrate  the  three  ureteral  isthmuses  and  consequent  dilata- 
tions. 


1038  N.  California  Ave. 


This  plate  presents  nine  pairs  of  ureters  distended  with  paraffin,  illustra- 
ting the  three  ureteral  isthmuses  and  the  three  ureteral  dilatations.  The  ure- 
teral isthmuses  are  3,  5,  7.  The  ureteral  dilatations  are  2,  4,  6.  Observe 
how  easily  the  ureter  could  be  obstructed  by  flexion  or  torsion  at  the 
isthmuses,  or  how  the  ureter  could  become  obstructed  at  the  ureteral  isthmuses 
by  calculus. 


|  A    A    EDITORIAL    A    A  | 

THE  PATHOGENESIS  OF  PYELONEPHRITIS  DURING 
THE  POST  PARTUM. 

THE  pathogenesis  of  pyelonephritides  following  labor,  is 
somewhat  special  to  these  forms,  and  before  affirming  the 
reality  of  a  descending  infection,  one  should  not  forget 
that  during  labor,  and,  especially  at  the  time  of  delivery,  entrance 
of  bacteria  into  the  urethra  whose  mucosa  becomes  everted,  is 
rendered  easy  by  the  gapping  of  the  anal  orifice. 

A  former  cystitis,  acute  or  chronic,  latent  or  awakened,  re- 
lated or  not  to  pregnancy,  a  primary  or  secondary  infection  pro- 
duced by  a  dirty  catheter,  commencing  in  the  bladder  or  propa- 
gated to  the  ureter,  represent  the  various  ways  in  which  the 
bacterium  coli  may  reach  the  kidney.  When  ascending  infection 
is  incriminated,  it  is  not  even  necessary  for  the  bladder  to  become 
infected  before  a  ureteritis  becomes  established.  The  organism 
may  remain  in  the  bladder,  leading  a  saprophytic  life  and  then 
extend  upwards  along  the  ureter,  this  being  favored  by  a  tem- 
porary retention  and  then  it  enters  the  dilated  ureter  and  renal 
pelvis,  here  encountering  a  point  of  lessened  resistance,  which  is 
favorable  to  its  development,  the  contrary  being  the  case  of  the 
bladder. 

The  ascending  infection  has  been  doubted  by  many  observers, 
who  believe  that  such  infection  can  only  be  probable  when  there 
is  asolute  evidence  of  a  vesical  infection.  But,  on  the  other  hand, 
what  proves  the  reality  of  an  ascending  infection  is  that,  in  some 
instances,  the  same  organism,  primarily  located  in  the  kidney,  is 
continually  thrown  into  the  bladder  with  the  urine  and  still  no 
infection  of  this  viscus  takes  place,  while  in  other  cases  the  organ- 
ism enters  the  bladder,  causing  an  ascending  infection  of  the 
ureter  and  kidney  without  producing  any  infection  of  the  urinary 
reservoir.  Then,  again,  it  is  well  known  that,  in  certain  infections, 
the  bladder  constantly  contains  bacterium  coli  from  the  fact  of 
retention  and  still  cystitis  rarely  develops.  All  this  goes  to  show 
that  the  bacterium  coli  can  pass  through  the  bladder  without 
leaving  any  traces  of  its  presence  behind  that  are  clinically 
demonstrative. 

The  bacterium  coli  is  far  from  being  the  specific  agent  of 
post-partum  pyelonephritides,  because  it  is  the  common  factor  of 
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renal  disturbances  during  pregnancy  as  well  and  this  brings  us 
to  the  question  of  the  soil  in  which  the  pathogenic  germ  may 
attack.  Clinically  speaking  a  woman  who  has  just  passed  through 
labor  represents  a  surgical  case;  there  is  a  wound  of  the  cervix, 
more  or  less  extensive  and  at  least  more  or  less  contusion  of  the 
vagina  and  perineum.  Without  considering  the  loss  of  blood  due 
to  the  raw  surface  left  by  the  placenta,  it  should  be  recalled  that 
the  lochia  represent  an  excellent  culture  medium  for  the  various 
bacteria.  Intestinal  atony,  which  is  of  frequent  occurrence  during 
pregnancy  reaches  its  highest  point  of  intensity  after  delivery,  no 
matter  what  may  be  its  cause.  Now,  this  very  constipation  retains 
the  intestinal  bacteria  within  the  gut  so  that  the  infectious  agents 
may  easily  enter  the  blood  current  and  in  the  case  we  are  now  con- 
sidering it  has  been  shown  that  the  bacterium  coli  can  enter  the 
kidney  by  the  renal  artery. 

Vesical  inertia  does  not  have  as  bad  an  influence  on  the  organ- 
ism as  intestinal  atony,  but  it  is  a  very  marked  predisposing  cause 
for  infection  from  the  catheter  or  other  bladder  instrumentation. 

Then,  again,  if  the  patient  nurses  the  child,  it  is  evident 
that  this  weakens  the  organism  generally  on  account  of  the  re- 
moval of  a  certain  amount  of  nutritive  substances  which  go  to 
manufacture  of  the  milk.  In  other  words,  the  new  mother  may 
be  looked  upon  as  not  in  absolutely  normal  health  for  the  above- 
mentioned  reasons  and  from  this  very  fact  she  is  more  susceptible 
to  develop  morbid  phenomena  if  the  occasion  presents  itself. 

The  cause  of  pyelonephritides  occurring  in  the  post-partum 
may  be  summed  up  briefly  as  follows:  Labor  is  over  and  the 
uterus  is  about  to  commence  its  arduous  work  of  retrogression, 
whose  maximum  of  activity  is  probably  between  the  ninth  and 
twelfth  day.  Measurements  taken  by  Varnier,  Zinsstag  and  others, 
have  shown  that,  the  bladder  being  empty,  the  height  of  the  uterus 
above  the  pubis  is  13  centimeters,  the  second  day  post-partum, 
6  1-2  centimeters  on  the  ninth  day,  and  5  1-2  centimeters  on  the 
twelfth  day.  This  decrease  in  height  is  due  to  a  diminution  of 
the  uterus  resulting  from  an  incomplete  atrophy  of  all  the  ele- 
ments forming  the  uterine  walls  before  pregnancy,  and  which  have 
become  hypertrophied  by  gestation,  and  secondly  we  have  ante- 
flexion of  the  uterus.  The  apparent  regression  is  greater  than  in 
reality  and  is  principally  due  to  an  exaggerated  uterine  ante- 
flexion, because  after  the  fifth  day  the  uterus  will  have  taken  on 
the  shape  of  a  non-pregnant  organ,  its  corpus,  being  directed 
according  to  the  axis  of  the  superior  strait,  is  perpendicular  to  the 
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vagina.  Now,  at  this  time,  as  the  corpus  uteri  is  nearly  in  the 
axis  of  the  superior  strait  it  can  compress  those  organs  which 
lie  behind  it  and  this  is  all  the  easier  from  the  fact  that  after 
labor  most  women  are  kept  in  a  horizontal  position,  a  condition 
which  pushes  all  the  abdominal  viscera  backwards.  Now,  the 
ureter  passes  exactly  over  the  sacro-iliac  symphysis  and  a  very 
mild  compression  can  result  in  its  complete  obliteration.  Ac- 
cording to  the  experiments  of  Ludwig  and  Lobel,  the  pressure  of 
the  urine  in  the  renal  pelvis  and  ureters  is  always  very  low  and 
does  not  appear  to  reach  above  ten  millimeters  of  mercury.  This 
conclusion  has  been  confirmed  clinically,  two  cases  of  hydronephro- 
sis due  to  compression  of  the  ureter  by  an  abnormal  branch  of  the 
renal  artery  having  been  recorded  by  Le  Dentu,  while  Young,  of 
Baltimore,  not  long  ago,  published  the  case  of  a  stricture  of  the 
ureter  resulting  from  mere  compression  of  an  inflamed  seminal 
vesicle.  Now,  the  weight  of  a  uterus  undergoing  involution  varies 
between  three  and  six  hundred  grams  from  the  eighth  to  fifteenth 
day  post-partum.  By  its  convex  posterior  aspect  it  lies  on  the 
ureters  which  are  dilated  from  the  recent  pregnancy,  as  has  been 
proven  by  numerous  writers  and  having  incompletely  returned  to 
their  normal  calibre,  a  fact  which  increases  their  surface  of  com- 
pression, no  matter  how  small  may  have  been  this  temporary 
dilatation.  For  that  matter  this  compression  of  the  ureters  does 
not  belong  to  pregnancy  and  the  post-partum  alone,  because  it 
may  result  from  any  kind  of  pelvis  tumor  and  we  all  know  that 
there  are  many  renal  complications  arising  during  the  progress 
of  uterine  carcinoma  resulting  from  compression  or  obliteration 
of  the  ureters  from  the  neoplasm.  Uterine  fibromata,  ovarian 
cystomata  more  rarely,  may  compress  the  ureters  and  be  the  start- 
ing point  of  renal  lesions.  Consequently,  during  the  post-partum, 
the  uterus  may  compress  the  ureters  and  thus  set  up  a  pyelone- 
phritis. 
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Postgonorrheal  Catarrh — Dr.  Orlowski,  of  Berlin,  (Monat- 
shefte  fur  Praktische  Dermat.,  1908,  No.  11)  considers  the  post- 
gonorrheal catarrhs  in  which  no  anatomical  lesions  are  apparent  on 
examination.  There  are  two  classes  of  such  catarrhs.  One  of  them 
is  the  so-called  pseudo-gonorrhea  of  Finger.  In  this  the  secretion 
may  be  muco-epithelial  or  mucoid.  In  the  former,  the  secretion  con- 
tains bacteria  and  epithelia,  and  local  treatment  with  tincture  of 
iodine  applied  through  the  urethroscope  is  of  great  value.  The 
solution  of  iodine  should  be  applied  to  the  entire  mucous  membrane 
of  the  urethra  in  four  treatments,  taking  a  different  section  of  the 
canal  each  time.  In  the  mucoid  form  of  catarrh,  there  is  no  treatment 
that  can  do  any  good,  on  the  contrary,  all  therapeutic  interference  is 
injurious.  A  second  type  of  postgonorrheal  catarrh  is  mucopurulent, 
pus,  bacteria  and  very  few  epithelia  showing  in  the  discharge.  This 
discharge  becomes  more  abundant  from  time  to  time  without  any  ap- 
preciable cause,  and  may  become  so  marked  that  an  acute  gonorrhea 
is  sus]}ected.  This  condition  is  not  amenable  to  any  form  of  treat- 
ment, and  its  cause  lies  in  frequently  repeated  irritation  (by  local 
treatment),  after  the  acute  gonorrhea  has  already  been  cured. 

4    i  4 

Pyocyanase  in  Gonorrhea  of  Women — Hofbauer,  of  Konigs- 
berg,  (Centralblatt  fiir  Gynaekologie,  1908,  No.  6),  tried  pyocyanase 
and  enzyme  obtained  from  the  pyosyaneus  as  local  applications  in 
gonorrhea  of  women.  He  found  that  cultures  of  gonococci  were 
favorably  influenced  by  pyocyanase.  In  7  cases  of  gonorrhea  in  women* 
the  gonococci  disappeared  completely  after  three  applications  of 
the  enzyme.  They  reappeared,  however,  after  the  remedy  had  been 
used  for  a  week,  if  the  treatment  was  interrupted  for  some  days. 
The  remaining  symptoms,  such  as  the  discharge,  dysuria,  burning  on 
urination,  etc.,  also  disappeared  during  the  treatment,  but  always 
reappeared  after  the  treatment  had  been  interrupted.  Pyocyanase,  un- 
fortunately, has  no  penetrating  action  and  for  the  present  may  be 
said  to  be  without  any  value  in  gonorrhea.  (The  employment  of  an 
enzvme  which  counteracts  the  growth  and  vitality  of  the  gonococcus 
is  theoretically  correct,  and  the  experiments  noted  above,  with  cul- 
tures of  the  gonococcus  which  are  favorably  influenced  by  the  enzyme, 
seem  to  offer  a  scientific  basis  for  the  employment  of  pyocyanase. 
Unfortunately,  however,  the  gonococcus  behaves  quite  differently  in 
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vivo,  than  it  does  in  vitro,  and  it  is  to  this  peculiarity  that  we  owe 
so  many  failures  of  methods  of  treatment  which  are  faultless  from 
the  theoretical  viewpoint.  Pyocyanase  was  introduced  by  Escherich 
and  Pfaundler  in  cerebro-spinal  meningitis.) 

i    £  4 

The  Sanitary  Regulation  of  Houses  of  Prostitution  in  Paris. 
Leon  Bizard,  Physician  to  the  Paris  Prefecture  of  Police  (Annates 
des  Maladies  Veneriennes,  1908,  No.  7,)  reviews  the  present  regula- 
tions pertaining  to  houses  of  prostitution  in  Paris.  While  he  is  in 
favor  of  "  reglementation,"  because  the  safety  of  the  public  demands 
this  measure,  he  points  out  that  the  regulations  in  force  at  present 
should  be  carried  out  in  more  humane,  more  extensive  and  more  per- 
fect manner,  and  especially  that  the  physicians  in  charge  of  this 
portion  of  the  police  department,  should  be  allowed  to  perform  their 
functions  freely,  without  being  compelled  to  bargain  with  the  women 
under  observation.  The  physicians  in  charge  of  the  sanitary  regula- 
tion of  prostitution  should  maintain  their  dignity  and  their  authority 
and  should  not  be  compelled  to  accept  fees  from  prostitutes.  If  the  city 
of  Paris  is  unwilling  to  impose  a  special  tax  upon  the  lessees  of  licensed 
houses  for  medical  inspection,  it  is  rich  enough  to  appropriate  suffi- 
cient sums  for  the  remuneration  of  physicians  who  examine  public 
prostitutes.  These  physicians  should  be  chosen  by  competitive  ex- 
amination, and  should  not  be  dependent  upon  the  Prefect  of  Police 
or  the  City  Council  for  their  appointments. 

Dr.  Bizard  starts  with  the  proposition  that  the  existence  of  public 
licensed  houses  which  are  under  medical  supervision  leads  the  public  to 
suppose  that  sexual  intercourse  in  these  houses  is  free  from  danger. 
This  confidence  is  not  justified,  and  it  places  a  moral  responsibility  upon 
the  administration.  Indeed,  it  may  be  said  that  many  men  who  are 
not  habitual  debauchees  frequent  licensed  houses  under  the  distinct 
impression  that  they  will  find  there  women  free  from  venereal  infection. 
In  the  city  of  Paris  the  licensed  houses  receive  more  than  a  million 
visitors  annually.  Admitting  that  most  of  these  men  visit  the  houses 
simply  from  curiosity,  a  conservative  estimate  would  place  the  number 
of  "  active  "  visitors  at  one  hundred  thousand.  Among  these,  are 
undoubtedly  many  very  young  men,  whom  it  is  our  duty  to  defend 
against  venereal  infection. 

The  houses  of  prostitution  in  Paris  are  divided  into  two  classes: 
The  so-called  "  closed  "  or  licensed  (tolerated)  houses,  and  the  "  houses 
of  assignation."  There  is  no  essential  difference  between  these  houses 
at  present,  save  that  the  City  government  requires  certain  formalities 
for  the  opening  and  maintenance  of  a  "  closed  "  or  "  tolerated  "  house, 
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while  no  such  formalities  are  necessary  for  the  houses  of  assignation. 
Theoretically,  the  former  class  of  houses  harbors  a  number  of  women 
that  are  kept  sequestrated,  practically  prisoners,  in  these  residences. 
As  a  matter  of  fact,  the  women  are  absolutely  free  as  a  rule  and  there 
are  even  houses  of  this  type  in  which  the  women  live  out,  and  only  go 
there  when  needed.  The  second  class  of  houses  is  supposed  to  be  one 
in  which  meetings  or  assignations  are  arranged,  but  in  which  no 
prostitutes  live.  As  a  matter  of  fact,  most  of  these  houses  harbor  a 
number  of  women  imnates.  They  are  used  for  assignations  only 
exceptionally. 

The  "  licensed  "  houses  have  been  gradually  disappearing  in  Paris, 
their  number  having  dwindled  from  132  to  40,  within  the  years  1876 
to  1908.  This  gradual  elimination  was  due  to  a  number  of  causes. 
In  these  houses  all  the  women  are  over  21  years  of  age,  minors  not 
being  admitted.  The  ages  of  the  inmates  vary  from  25*to  35  years. 
While  most  of  them  have  had  syphilis,  they  had,  as  a  rule,  been  in- 
fected from  five  to  ten  years,  previously,  and  have  long  since  passed 
the  period  of  contagion.  This  is  a  very  important  point.  These 
women,  furthermore,  when  sick,  are  regularly  treated;  they  are  the 
cleanest  prostitutes  and  take  minute  care  of  themselves.  It  is  note- 
worthy, also,  that  they  are  usually  much  more  intelligent  than  their 
unfortunate  sisters  of  the  street  and  understand  the  necessity  of  pro- 
longed treatment,  which  they  are  able  to  procure  more  readily  with 
their  greater  income.  Furthermore,  the  women  in  the  licensed  houses 
habitually  examine  their  clients  and  refuse  intercourse  with  men  who 
show  suspicious  lesions  or  discharges.  The  most  important  reason 
for  the  comparative  rarity  of  venereal  contagion  in  the  licensed  houses, 
however,  lies  in  the  thoroughness  of  the  medical  examination.  The 
slightest  affection  is  a  sufficient  reason  for  the  exclusion  of  a  woman 
from  the  house.  This  examination  is  carried  on  every  two  weeks  in 
the  house  itself  by  a  physician  attached  to  the  police  dispensary. 
The  city  of  Paris  for  this  purpose  is  divided  into  12  districts,  and  the 
twelve  oldest  physicians  of  the  dispensary  rotate  every  three  months, 
changing  districts.  In  each  of  the  houses,  there  is  provided  an  ex- 
amining table  and  all  the  necessary  instruments.  When  the  physi- 
cian arrives,  the  mistress  of  the  house  tells  him  the  number  of  women 
to  be  examined  and  gives  him  the  names  of  the  absentees.  The  women 
then  assemble  in  the  examination  room,  whence  they  are  allowed  to 
go  only  after  the  physician  passes  them.  In  this  way,  the  physician 
is  able  to  control  the  number  examined  and  no  women  can  imper- 
sonate another  by  coming  for  a  second  examination.  The  mistresses  of 
these  houses,  indeed,  are  only  too  anxious  to  have  a  thorough  exami- 
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nation  for  each  of  their  women,  so  as  to  make  contagion  less  possible 
to  their  clients. 

The  examination  begins  by  an  inspection  of  the  mouth,  including 
the  inner  surfaces  of  the  lips,  the  tongue  and  the  throat.  Then  the 
external  genitals,  the  urethra,  the  anus,  and  finally  the  vagina  and 
cervix  are  examined.  A  speculum  is  used  for  the  last  two  regions. 
An  important  point  is  that  the  physicians  are  independent  of  the 
mistresses  of  these  houses  and  are  paid  in  the  city.  After  the  exam- 
ination, the  physician  notes  in  a  book  kept  in  the  house  the  number  of 
women  examined,  the  number  of  absentees  and  whether  any  are 
sick.  If  any  are  found  diseased,  their  names  and  the  diagnosis 
are  entered,  and  the  physician  orders  the  mistress  of  the  house  to 
take  the  diseased  woman  to  the  public  dispensary  of  the  Police  De- 
partment, where  a  second  examination  is  made,  and  where  the  woman 
is  ordered  sent  to  the  Saiirt-Lazare  Hospital  if  she  is  really  infected. 

Unfortunately,  this  very  effective  plan  does  not  apply  to  the  large 
majority  of  houses  which  are  known  as  "  houses  of  assignation." 
The  number  of  these  houses  is  gradually  increasing.  In  the  highest 
type  of  these  houses  many  of  the  women  are  prostitutes  only  when 
occasion  demands.  They  are  women  who  ordinarily  pursue  other  vo- 
cations, on  the  stage,  etc.,  or  even  married  women  who  occasionally 
take  this  means  of  obtaining  needed  funds  for  their  luxuries.  Their 
remuneration  is  much  larger  than  that  of  women  of  the  licensed 
houses.  In  this  class  of  houses  of  assignation,  the  social  standing  of 
both  the  men  and  the  women  who  frequent  them  is  so  high  that  the  dan- 
ger of  infection  is  not  great,  for  if  these  women  will  give  themselves 
for  money,  it  cannot  be  said  that  they  take  any  man  who  may  come 
along,  and  it  would  be  unjust  to  "  regulate  "  all  houses  of  assigna- 
tion. For  this  reason  the  Government  has  decided  that  houses  of 
assignation  in  which  the  "  tariff  "  is  over  40  francs  are  exempt  from 
medical  examinations. 

At  present,  these  luxurious  houses  of  assignation  are  in  the  minor- 
ity. Most  of  the  houses  of  this  class  are  of  a  much  more  modest 
character,  and  are  practically  identical  with  the  licensed  houses. 
The  only  difference  is  that  in  the  "  houses  of  assignation,"  the 
women  may  visit  in  rotation  a  number  of  such  houses,  exercising  their 
profession  in  each  in  turn.  In  1908,  there  were  320  such  houses, 
containing  about  1,350  women.  While  the  bi-weekly  examination 
exists  in  these  houses,  the  physicians  are  paid  by  the  house  tenant. 
This  is  a  deplorable  system.  The  examination  is  not  even  obligatory.  A 
great  step  in  the  progress  of  this  work  would  be  to  apply  the  system 
in  vogue  for  the  licensed  houses  to  all  registered  houses,  and  thus 
to  municipalize  completely  the  examination  of  all  registered  prostitutes. 
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The  Diagnosis  and  Treatment  of  Non-Specific  Urethritis — 
Georges  Luys  (La  Clinque,  February  14,  1908)  says  that  a  large 
number  of  bacteria  are  met  with  irr  these  urethritides :  Streptococci, 
staphylococci,  colon  bacilli,  pneumococci,  diphtheria  bacilli,  etc.  In 
marry  cases  the  examination  of  the  discharge  does  not  show  any 
germs  at  first.  Even  after  an  injection  of  silver  nitrate  is  given, 
or  if  the  patient  drinks  beer,  the  discharge  may  remain  free  from 
germs.  A  distinct  feature  of  the  nongonorrheal  urethritides  is  their 
longer  period  of  incubation, — sometimes  eight  or  fifteen  days  after  the 
contact.  There  are  no  symptoms  at  first,  save  a  slight  tickling  sen- 
sation at  the  end  of  the  penis.  The  duration  of  the  discharge  may 
be  considerable.  Most  frequently,  the  anterior  urethra  alone  is 
affected,  and  the  pathogenic  agent  becomes  localized  in  the  urethral 
glands.  The  best  treatment  in  these  cases  is  th  method  of  irrigations 
with  solution  of  1:1,000  silver  nitrate.  These  should  be  given  daily 
by  the  Janet  method.  When  the  first  urine  has  cleared  up,  dilatations 
with  sounds  or  dilators  may  be  performed  until  the  discharge  ceases 
entirely.  If  shreds  persist,  the  urethral  glands  should  be  treated  with 
galvano-cauterization. 

£    4  £ 

The  Present  Status  of  our  Knowledge  of  Syphilis — In  a  com- 
prehensive review  of  the  subject  of  syphilis,  Professor  Neisser  (An- 
nates des  Maladies  Veneriennes,  September,  1908),  declares  that 
our  knowledge  of  this  disease  has  made  very  rapid  strides  within  the 
past  twenty  years.  Among  the  achievements  worthy  of  note  have 
been  the  establishment  of  the  distinction  between  syphilis  and  soft 
chancre;  the  better  comprehension  of  the  relations  of  congenital  or 
of  acquired  syphilis  to  a  variety  of  other  diseases ;  the  establishment 
of  new  methods  of  treatment,  especially  of  the  subcutaneous  methods. 
It  must  be  admitted,  however,  that  our  scientific  knowledge  of  the 
other  infectious  diseases,  as  for  example  of  tuberculosis  or  of  gon- 
orrhea, is  far  more  advanced  than  that  of  syphilis.  The  discovery  of 
the  Spirocheta  by  Schaudinn  has  revealed  to  us  the  pathogenic  agent 
of  syphilis.  In  Neisser's  opinion,  this  question  is  now  closed.  He  re- 
gards the  Spirocheta  as  a  protozoon,  and  declares  that  wherever  the 
Spirocheta  is  found  there  is  surely  a  syphilitic  infection.  He  admits, 
however,  that  it  is  not  always  easy  to  distinguish  the  Spirocheta 
pallida,  which  is  the  cause  of  syphilis,  from  other  spirochetae.  But 
even  admitting  this  difficulity,  we  have  made  very  great  strides  in 
the  diagnosis  of  syphilis. 

A  second  important  discovery  is  due  to  Metchnikoff  and  Roux  who 
demonstrated  that  syphilis  could  be  inoculated  to  monkeys.    An  inter- 
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esting  poirrt  which  Neisser  himself  brought  out  in  his  researches  in 
Java  is  that  monkeys  inoculated  with  syphilis  at  times  do  not  pre- 
sent any  external  lesions,  but  develop  a  constitutional  syphilis  with 
secondary  phenomena.  In  the  higher  monkeys,  syphilis  virus  can  be 
inoculated  into  any  part  of  the  body,  where  it  will  produce  a  primary 
sore.  In  lower  monkeys,  the  virus  must  be  inoculated  either  into  the 
region  of  the  eyebrows  or  into  the  genital  organs.  The  difference 
lies  probably  in  an  anatomical  variation  in  structure  between  these 
different  cutaneous  regions. 

Different  races  exhibit  noteworthy  differences  in  their  susceptibil- 
ity to  syphilis.  The  so-called  malignant  syphilis  is  undoubtedly 
simply  a  result  of  increased  susceptibility.  Thus  far  all  attempts 
to  produce  an  attenuated  virus  have  been  unsuccessful. 

The  experiments  on  monkeys  have  now  established  that  all  syphi- 
litic lesions  in  man,  no  matter  in  what  organ  they  are  located,  are  pro- 
duced by  the  Spirocheta.  Furthermore,  tertiary  lesions  are  also  due 
to  the  Spirocheta  and  are  also  at  times  infections.  The  danger  of 
infection  in  tertiary  lesions  is  not  so  great  because  these  lesions  are 
usually  situated  deeply  in  protected  regions,  or  if  they  are  super- 
ficial ulcerations,  they  do  not  escape  the  patient's  attention. 

Inoculations  of  human  syphilitic  blood  to  monkeys  have  been  suc- 
cessful in  but  a  few  instances,  corresponding  to  the  few  cases  in  which 
the  spirocheta  has  been  found  in  the  blood.  Large  quantities  of  blood 
were  required  for  these  inocidations.  The  inoculation  of  semen  gave 
positive  results  in  two  cases,  according  to  Finger. 

Animal  experimentation  has  also  solved  the  old  question  as  to  the 
time  which  elapses  between  the  appearance  of  the  chancre  and  the 
generalization  of  the  infection.  Experiments  show  that  this  general- 
ization takes  place  even  before  the  chancre  developes.  The  shortest 
time  which  elapsed  after  the  inoculation  of  virus,  before  the  internal 
organs  were  shown  to  be  infected,  was  14  days. 

The  prevention  of  syphilis  lias  gained  a  marked  advantage  by  the 
discovery  of  Metchnikoff ,  who  found  that  the  inunction  of  a  33  1-3% 
ointment  of  calomel  protected  against  infection.  Yet,  it  is  prob- 
able that  this  method  is  not  absolutely  sure  and  that  just  as  good  re- 
sults can  be  obtained  by  simply  washing  very  thoroughly  with  a 
solution  of  3  parts  per  thousand  of  bichloride.  The  inunction  of  an 
ointment  is  advisable  before  coitus,  simply  for  the  purpose  protect- 
ing the  penis.  Such  an  inunction,  with  a  thorough  disinfection  after 
coitus,  offers  an  efficient  way  of  preventing  syphilitic  infection. 

A  great  advance  has  been  made  in  the  diagnosis  of  syphilis  by  the 
discovery  of  the  serum  reaction  by  Wassermann.     In  spite  of  its 
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imperfection,  the  reaction  is  extremely  important  and  is  especially 
of  value  in  judging  the  effect  of  treatment. 

4    4  4 

Abscess  of  the  Kidney  Following  Gonorrheal  Infection. 
Nephrotomy,  Recovery — M.  Weisswange  (Munch.  Med.  JVochen- 
schrift,  1908,  No.  16),  reports  the  case  of  a  woman,  aged  34,  who 
developed  fever,  a  high  pulse  and  pain  on  the  right  side  seven  davs 
after  confinement.  The  right  kidney  increased  in  size  and  became 
painful.  Leucocytes,  casts  and  numerous  gonococci  were  found  in 
the  urinary  sediment.  She  improved  under  medical  treatment  and  was 
discharged  from  the  hospital.  Soon  afterwards  the  symptoms  re- 
appeared. On  exposing  the  right  kidney,  an  abscess  was  found  in 
its  upper  portion  which  extended  into  the  pelvis.  An  incision  was  made 
and  numerous  gonococci  were  found  in  the  pus.  A  simple  nephrotom)' 
was  done  and  the  patient  recovered.  The  patient  had  had  gonorrhea 
for  six  years,  yet  the  virulence  of  the  gonnococci  had  not  abated. 

■i    i  £ 

Statistics  and  Prevention  of  Syphilis — Renault  (Societe  de 
Med.  Publique  et  de  Genie  Sanit.,  1908)  in  a  report  on  this  subject 
stated  that  Professor  Fournier  estimated  that  one-sixth  of  all  the  male 
inhabitants  among  the  adults  of  Paris  were  affected  with  syphilis. 
In  London,  Raymond  Jones  found  that  one-tenth  of  all  patients 
treated  in  the  hospitals  were  syphilitics.  In  Denmark,  about  one- 
twentieth  (Ehlers),  and  in  Berlin  (Blaschko)  one-tenth,  of  patients 
thus  treated  are  syphilitics.  In  speaking  of  the  prevention  of  the 
disease,  the  author  considers  religious  and  moral  precepts  as  essential, 
and  especially  favors  early  marriages,  teaching  young  men  that 
continence  is  not  harmful  when  practiced  up  to  the  twenty-fifth 
year  at  least.  Great  cleaniness  should  be  taught,  especially  thorough 
after  each  coitus.  Little  reliance  should  be  placed  upon  the  calomel 
ointment.  The  public  should  be  educated  in  the  perils  of  venereal 
diseases  by  brochures,  etc.  Moreover,  prostitution  should  be  care- 
fully regulated.  Prostitutes  should  not  be  allowed  to  live  in  houses 
of  vice,  but  should  have  their  own  individual  home  and  should  be 
under  medical  supervision. 

±    ±  ± 

Statistics  of  Venereal  Diseases — Brandweiner  (Archiv  fiir  Der- 
vmtologie  und  Syphilis,  1908,  No.  1,)  in  an  article  dealing  with  this 
subject  presents  statistics  of  various  countries  as  to  the  mortality  and 
morbidity  of  venereal  diseases.  In  Prussia,  in  the  month  of  April, 
1900,  a  census  revealed  30,383  men  and  10,519  women  affected  with 
veneral  diseases;  in  other  words  282.2  men  and  92.-1  women  per 
100,000  inhabitants.    In  Denmark,  (Copenhagen)  from  1886  to  1895, 
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there  were  13.8  cases  of  gonorrhea;  2.5  cases  of  soft  chancre,  and  3.8 
cases  of  syphilis  per  100,000  inhabitants,  while  much  smaller  figures 
obtained  in  provincial  towns  and  in  rural  districts. 

Statistics  of  the  fatal  cases  of  syphilis,  including  those  of  heredi- 
tary syphilis,  for  ten  years,  from  1893  to  1902,  for  100,000  persons, 


gave  the  following  averages: 

During  the  first  year,  88  deaths 

Between  the  first  and  second  years  2.7  " 

second  and  fifth  years  0.6  " 

twentieth  and  thirtieth  years  0.4  " 

thirtieth  and  fortieth  years  1 

fiftieth  and  sixtieth  years  1.4  " 


In  England  between  1891  and  1900,  127  persons  (71  merr  and  56 
women)  died  of  syphilis,  while  23  persons  (22  men  and  1  woman) 
died  of  gonorrhea.  In  Italy,  from  1891  to  1900,  there  were  per 
100,000  inhabitants  7-2  deaths  annually  on  the  average,  due  to 
syphilis. 

The  statistics  of  venereal  diseases  in  women  according  to  Brand- 
weiner,  brought  out  some  interesting  facts:  Of  939  women  with  soft 
chancres,  906  were  single,  29  married,  6  widows  or  divorced.  Of 
1670  women,  with  gonorrhea,  1 6 1 8  were  single,  43  married,  9  widows 
or  divorced.  Of  2900  women  with  syphilis,  2660  were  single,  210  were 
married  and  30  were  widows  or  divorced.  The  most  frequent  age  in 
women  is  from  21  to  25  years  for  soft  chancres  or  gonorrhea,  and  from 
17  to  20  years  for  syphilis. 

i    4  i 

Hypernephroma — In  an  exhaustive  and  well  illustrated  paper  on 
Hypernephroma  (Archives  of  Internal  Med.,  Nov.  '08)  Dr.  Frank  J. 
Hall  reports  in  detail  17  cases,  and  summarizes  as  follows.  Although 
the  histologic  structure  of  the  tumor  is  most  variable,  the  several 
varieties  can  hardly  be  mistaken  for  anything  else,  for  they  have  a 
distinctive  chemical  composition.  A  high  proportion  of  cholesterin, 
lecithin  and  fat  is  always  present.  The  reducing  power  of  a  watery 
extract  of  hyperephromatous  tissue  on  a  starch-iodin  solution  is  so 
striking  as  to  make  the  test  applicable  in  the  operating  room.  Dr. 
Hall  has  been  unable  to  produce  a  similiar  reduction  in  color  in  35 
cases  of  carcinoma  and  sarcoma. 

The  yellow  color  of  the  fresh  specimen,  the  great  tendency  to  hem- 
orrhage, hyaline  degeneration  of  the  stroma,  and  fat  infiltration,  are 
other  constant  features. 

Clinically,  hypernephroma  is  found  at  all  ages,  but  very  young 
children,  persumably  born  with  the  tumor,  show  a  disposition  to  pe- 
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culiar  metabolic  changes  (obesity,  hirsuties)  and  abnormal  develop- 
ment of  the  sexual  system.  However  the  vast  majority  of  the  cases 
present  clinical  evidences  of  the  growth  in  later  middle  life.  Inter- 
mittent hematuria,  increasing  in  severity,  is  the  rule.  Such  cases  in 
the  absence  of  palpable  tumor,  may  be  mistaken  for  renal  stone,  as 
cachexia  is  seldom  marked. 

Prognosis  based  on  microscopic  structure  is  quite  unreliable,  as  a 
malignant  tumor  may  not  produce,  and  a  very  small  innocent  look- 
ing renal  deposit  may  produce  wide  metastases  in  the  body. 

In  general,  hypernephroma,  the  most  common  of  primary  renal 
neoplasms,  is  to  be  regarded  as  a  true  and  peculiar  species,  well 
worthy  of  a  place  of  its  own,  and  quite  distinct  from  carcinoma 
or  sarcoma. 

4    4  4 

Cystoscopy  and  Catheterization  of  the  Ureters  in  Children — 
Cystoscopy  and  catherization  of  the  ureters  should  not  be  resorted 
to  in  children,  according  to  Dr.  E.  Portner  (Deutsche  Medizin 
TVochensch.,  Oct.,  22,  1908),  unless  they  are  really  indispensible. 
The  absence  of  pathologic  sediment  in  the  urine,  hematuria  when 
accompanied  by  tube  casts  or  by  hemorrhages  elsewhere,  showing  that 
it  is  merely  one  manifestation  of  a  hemorrhagic  diathesis  or  a  neph- 
ritis, as  well  as  pyuria  in  which  progressive  improvement  is  observed 
under  treatment,  are  all  contraindications.  Cystocopy  and  catheteriza- 
tion of  the  ureters  are  both  applicable  in  girls  after  they  are  a  year 
old,  and  cystoscopy  in  boys  after  the  second  year.  Catheterization  of 
the  ureters  is  scarcely  possible  in  boys  under  the  age  of  eight.  The 
cystoscopic  examination  is  free  from  danger,  but  requires  general 
anesthesia ;  the  bladder  reflex  persists  even  longer  than  the  corneal 
reflex.  He  describes  nine  cases  to  show  the  benefits  of  these  measures 
in  dubious  cases  in  children.  His  patients  were  from  2  to  13  years 
old.  The  youngest  patient  was  a  boy  with  a  large  stone  in  the  neck 
of  the  bladder.  The  cystoscope  was  introduced  readily  after  slitting 
the  external  orifice.  On  the  whole,  he  states,  children  display  an 
extraordinary  tolerance  on  the  part  of  the  urethra  and  bladder  to 
instrumental  intervention. 

4    4  4 

Traumatic  Rupture  of  the  Urethra. — The  insertion-  of  a 
catheter  into  a  ruptured  urethra  is  severely  condemed  by  Dr.  R. 
Brown  (J.  A.  M.  A.  Nov.  28,  1908).  Not  only  may  false  passages 
be  produced  through  edematous  and  infiltrated  tissue,  but  the  pas- 
sage of  a  catheter,  no  matter  how  sterile,  may,  by  increasing  the 
virulence  of  the  micro-organisms  which  have  their  habitat  in  the 
urethra  set  up  a  toxemia  or  septicemia  that  may  cause  death. 
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On  the  contrary,  minor  grades  of  urethral  tear,  manifesting  only 
slight  bleeding  from  the  meatus,  but  little  pain  and  difficulty  in  mic- 
turition should  be  treated  merely  by  the  expectant  method.  Nature 
will  repair  lacerations  that  do  not  pierce  the  muscularis. 

When  the  surgeon  sees  a  patient  shortly  after  a  history  of  severe 
perineal  traumatism,  and  there  is  great  pain  experienced,  extreme  dif- 
ficulty in  forcing  a  few  drops  of  urine  through  the  meatus,  or  utter 
inability  to  do  so,  hypogastic  distress,  and  symptoms  of  hemorrhage, 
immediate  simple  urethrotomy  on  a  grooved  staff  should  be  performed. 
The  two  ends  of  the  torn  urethra  should  be  approximated  over  a 
catheter  by  catgut  sutures  and  the  catheter  fastened  to  be  retained 
for  a  few  days.  The  perineal  wound  should  then  be  closed  around  a 
drainage  tube,  to  remain  in  position  for  forty-eight  or  perhaps  sixty 
hours. 

When  several  hours  have  elapsed  after  the  infliction  of  the  injury 
and  there  is  great  retention,  extensive  infiltration  and  extravasation  of 
urine  and  blood,  with  the  patient  appearing  anxious,  his  condition 
bordering  on  shock  and  perhaps  death  not  far  distant,  if  relief  is 
not  obtained  through  the  securing  of  free  outlet  from  the  bladder, 
which  is  the  clear  and  urgent  demand  of  the  situation,  do  not  further 
jeopardize  life  by  attempted  passage  of  the  catheter,  but  at  once 
deeply  incise  the  perineum.  The  pent-up  waters  and  blood  will 
gush  forth  and  two  results  will  be  at  once  attained— the  patient  will 
be  able  to  pass  his  urine,  his  life  thereby  being  saved,  and  with  the 
tissues  relieved  of  the  tension  destructive  processes  will  be  limited. 
Clotted  blood  can  be  easily  turned  out  of  the  wound  and  any  fresh 
hemorrhage  arrested.  Tube  drainage  should  be  placed.  After  sev- 
eral days,  when  the  parts  have  almost  reached  normal  again,  the 
wound  may  be  reopened,  the  ends  of  the  severed  urethra  found  and 
approximated  as  above  over  a  catheter.  This  should  be  removed  in 
five  or  six  days.  After  healing  is  complete,  systematic  sounding  should 
be  instituted  to  prevent  the  developement  of  stricture  by  the  con- 
traction of  the  scar. 
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Diseases  and  Surgery  of  the  Genito-Urinary  System.  By 
Francis  S.  Watson,  M.  D.,  Senior  Visiting  Surgeon  to  the  Boston 
City  Hospital,  Lecturer  on  Genito-Urinary  Surgery  in  the  Harvard 
Medical  School,  Boston,  and  John  H.  Cunningham,  Jr.,  M.  D.  Assist- 
ant Visiting  Surgeon  to  the  Boston  City  Hospital.  In  two  very 
handsome  octavo  volumes  containing  1101  pages,  with  451  engravings 
and  47  full-page  colored  plates,  mostly  from  original  drawings.  Price 
for  the  complete  work:  Extra  cloth,  $12.00,  net;  Half  Persian 
Morocco,  gilt  tops,  de  luxe,  $17.00,  net.  Lea  &  Febiger,  Publishers, 
Philadelphia  and  New  York,  1908. 

The  authors  and  the  publishers  are  to  be  heartily  congratulated 
upon  the  appearance  of  this  work,  and  we  fully  agree  with  the  state- 
ments of  the  latter,  that  a  new  mark  in  points  of  sumptuousness  has 
been  set  by  the  book  before  us.  The  illustrations  and  the  general 
make  up  are  magnificent,  and  every  department  of  genito-urinary 
surgery  is  treated  in  a  clear,  full  and  comprehensive  manner.  The 
only  chapter  in  the  work  which  is  somewhat  disappointing  is  that  on 
the  treatment  of  gonorrhea ;  otherwise  we  have  nothing  but  commenda- 
tion to  offer.  We  know  of  no  other  work  as  complete  and  as  compre- 
hensive in  its  scope,  either  in  the  English  or  in  any  other  language,  and 
genito-urinary  surgeons  are  under  obligations  to  both  authors  and  pub- 
lishers for  bringing  out  this  work,  on  which  apparently  neither  time  nor 
labor  nor  money  has  been  spared.  We  recommend  it  heartily  to  all 
genito-urinary  specialists. 

Urogenital  Therapeutics —  By  Filipp  Kreissl,  M.  D.,  Chicago. 
The  Cleveland  Press,  Chicago,  1908.  $3.00. 

This  excellent  treatise,  by  a  man  well  known  in  this  special  field 
of  work,  has  marry  points  in  its  favor.  It  was  written  at  the  request 
of  his  students  and  consequently  the  author  has  kept  in  mind  the 
needs  of  the  general  practitioner.  The  book  is  essentially  a  manual 
of  treatment  and  many  of  the  minor  surgical  procedures  have  been 
dealt  with  in  detail. 

The  section  devoted  to  diseases  of  the  urethra  and  penis  represents 
practically  half  the  volume,  the  remainder  being  devoted  to  affections 
of  the  testicle,  bladder,  prostate,  kidney  and  ureter.  The  illustrations 
a,re  numerous  and  most  of  them  excellent.  The  press  work  is  of 
the  best,  and  taking  the  book  as  a  whole,  it  can  be  commended  to  the 
profession  as  a  safe  guide  to  the  treatment  of  urological  affections. 
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THE  DIAGNOSIS  AND  TREATMENT  OF  BILAT- 
ERAL NEPHROLITHIASIS. 

WITH   REPORT   OF   THREE  CASES. 
By  Dr.  M.  Krotoszyner,  San  Francisco,  Cal. 

BILATERAL  Nephrolithiasis  is  a  comparatively  rare 
affection.  Basing  ourselves  however  on  the  advances 
made  of  late  in  the  diagnosis  of  surgical  kidney  lesions 
in  general,  and  Nephrolithiasis,  in  particular,  one  may  safely 
say  that  Bilateral  Nephrolithiasis  was  until  lately  recognized 
very  rarely. 

Schede1  in  his  monograph  on  the  surgical  diseases  of  the 
kidneys,  etc.,  simply  states:  'Unilateral  Nephrolithiasis  is 
more  frequent  than  the  bilateral  form  which,  too,  occurs 
quite  often.'  James  Israel2  reports  the  occurrence  of  Bilateral 
Nephrolithiasis  in  27  per  cent,  of  his  cases  of  stone  kidney. 
He  considers  Legueu's  estimate  of  50  per  cent  excessive  for 
primary  calculi.  Watson3  bases  his  estimate  upon  the  re- 
port of  231  cases  of  Nephrolithiasis  made  by  Albarran,  Legueu, 
Morris,  Kiimmell  and  Kraft,  from  which  he  gets  an  average 
of  30  per  cent,  of  Bilateral  Nephrolithiasis.  In  a  recent  mono- 
graph Nephrolithiasis,  based  upon  the  observation  of  100  cases, 
Kiimmell4  reports  16  bilateral  cases  (16  per  cent).  Kap- 
sammer5  found  in   28  cases  of  Nephrolithiasis   5  bilateral 

1  Handbuch  d.  prakt.  C/iir.,  ii.,  1901.  , 

2  Chlr.  Klinik.  d.  Nierenkrankh.,  1901. 

3  Ann.  of  Surg.,  Sept.,  1907. 

4  Zeitschrift  f.  Urologie,  March,  1907. 

5  Nierendiagnostik  &  Nierenchir.,  Hi.,  1907. 

43 


44      AMERICAN     JOURNAL  OF  UROLOGY 


cases  (almost  18  per  cent).  Perhaps  nearest  the  truth  as  re- 
gards the  actual  occurrence  of  bilateral  stone-kidnev  are  the 
same  authors  finding"  in  post-mortem  examinations:  Of 
73  cases  of  Nephrolithiasis  found  on  the  autopsy-table  51 
were  unilateral  and  22  bilateral  (about  30  per  cent.). 

Elsewhere7  I  called  attention  to  the  many  diagnostic 
errors  incidental  to  Nephrolithiasis,  which  constitutes  the  most 
difficult  chapter  of  renal  pathology  from  the  diagnostic  stand- 
point. Every  one  of  the  many  objective  or  subjective  so- 
called  classical  symptoms  of  Nephrolithiasis  described  in  text- 
books, if  considered  alone  or  if  not  corroborated  by  other 
evidence,  may  lead  to  diagnostic  errors.  Only  two  symptoms : 
direct  palpation  of  one  or  more  calculi  in  the  kidney  or  ureter 
and  a  distinct  and  characteristic  shadow  on  a  radiographic 
plate,  give  direct  evidence  of  the  presence  of  one  or  several 
concrements  in  the  upper  urinary  tract. 

Since  the  former  of  these  symptoms  is  obviously  very  rare 
[James  Israel8  and  Henry  Morris9  describe  rare  cases  where 
the  presence  of  concrements  could  actually  be  ascertained  by 
palpation]  we  must  rely  upon  radiography  as  our  most  im- 
portant and  in  some  instances  the  only  indisputable  evidence. 

The  following  observation  serves  a  good  illustration: 

Case  i.  A  man  of  35  complained  for  some  time  of  vague 
pains  in  the  right  side  of  his  abdomen  which  did  not  yield  to 
any  treatment.  The  history  did  not  reveal  any  facts  of  im- 
portance, except  that  he  had  suffered  over  ten  years  ago  from 
an  attack  of  severe  pain  in  the  abdomen  which  disappeared 
after  a  few  days.  Nothing  pointed,  at  present,  to  an  affection 
of  the  urinary  tract  except  a  slight  pyuria.  Microscopically 
the  urine  contained  pus-cells  and  a  few  blood-shades.  Since  the 
patient  objected  to  a  cystoscopic  examination,  a  radiographic 
exposure  of  both  kidney-regions  was  advised  with  the  result 
presented  in  Fig.  I  (a  and  b).  The  very  nervous  patient  could 
not  be  persuaded  to  submit  to  any  further  examination  or 

6  Diag.  d.  Chir.  Nierenerkr.,  xv.    Internat.  Med.  Congress,  Lisbon. 

7  N.  Y.  Med.  Jour.,  Oct,  1907. 

8  1,  c. 

9  Hunterian  lectures  upon  renal  surgery,  1898,  p.  56. 
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treatment.  He  has,  though,  according  to  his  family  physi- 
cian's report,  suffered  since  then  a  severe  attack  of  typical 
renal  colic  on  the  left  side,  after  which  a  small  calculus  was 
passed  per  urethram. 

If  it  is  true  that  unilateral  Nephrolithiasis  may  exist  a  long 
time  unrecognized,  on  account  of  the  absence  of  any  symptoms 
or  because  presenting  vague  symptoms,  and  if  in  such  instances 
a  thorough  radiographic  search  will  furnish  the  evidence  lead- 
ing to  a  correct  interpretation  of  the  pathological  condition, 
then  we  can  expect  by  the  routine  application  of  this  test  to  both 
kidney-and  ureter  regions  to  come  across  many  more  bilateral 
stone-kidneys  than  have  so  far  been  recorded  in  medical 
literature.  In  other  words:  In  the  presence  of  other  sus- 
picious symptoms  pointing  to  the  possible  existence  of  nephroli- 
thiasis, faultless  plates  made  by  an  expert  radiographer  may 
frequently  reveal  a  bilateral  Nephrolithiasis. 

The  presence  of  characteristic  shadows  on  plates  showing  the 
salient  points  of  the  kidney-region  (processus  transversi  of  the 
spinal  column,  the  two  last  ribs  with  their  structure,  the 
psoas  and  quadratus  lumborum  muscles)  are  at  present  by 
most  authors  considered  as  positive  evidence  of  nephrolithia- 
sis. Osgood10  says:  'When  positive  (i.  e.,  showing  calculi 
shadows),  X-Ray  examination  is  a  physical  demonstration  as 
certain  as  direct  eyesight.'  Kiimmell11  considers  Radiography 
of  the  same  diagnostic  value  for  stone  in  the  kidney  as  Cysto- 
scopy is  for  stone  in  the  bladder.  The  majority  of  authors 
(Watson,  Osgood,  Kapsammer,  Israel,  Leonhard,  and  others) 
recognize  the  positive  proof  furnished  by  the  plate  as  absolute 
diagnostic  evidence,  though  they  maintain  that  a  negative  plate 
does  not  necessarily  exclude  the  existence  of  Nephrolithiasis 
(pure  uric  acid  stones).  Kiimmell  ever  contends  "  that  almost 
every  kidney-stone  can  be  brought  to  view  on  a  good  plate, 
and  that  the  absence  of  stone-shadows  means  that  no  concre- 
ments  exist."  Neither  excessive  fat-development  of  the 
patient,  nor  chemical  structure  and  size  of  concrements  are 

10  Ann.  of  Surgery,  Sept.,  1907. 
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impediments  to  a  positive  result,  provided  that  good  technique 
is  employed  and  that  the  plates  are  viewed  under  favorable 
light.  Where  shadows  are  not  well  marked,  their  dim  contours 
can  be  often  ascertained  with  the  aid  of  magnifying  glasses 
( Kummell) . 

Personally  I  am  convinced,  from  my  own  experience,  that 
faultless  plates  made  by  an  expert  radiographer  will  in  almost 
all  instances  demonstrate  a  characteristic  shadow,  if  a  calculus 
exists  in  the  upper  urinary  tract,  and  that  negative  plates 
(made  and  viewed  by  an  expert)  almost  always  point  to  the 
non-existence  of  Nephrolithiasis. 

The  treatment  and  prognosis  of  bilateral  Nephrolithiasis 
differ  essentially  from  the  unilateral  form.  A  patient  who 
carries  concrements  in  both  his  kidneys  or  ureters  is  obviously 
in  constant  danger  of  life  on  account  of  the  possible  occur- 
ence of  complete  anuria. 

According  to  Morris12  "  in  the  most  typical  pathological 
condition  of  calculous  anuria,  there  is  occlusion  of  both  ureters 
by  calculi."  Among  14  cases  of  bilateral  Nephrolithiasis  ob- 
served by  Kummell,  sudden  anuria  on  account  of  bilateral 
occlusion  occurred  in  six  cases.  For  exceptional  cases  we  must 
concede  with  James  Israel  that  complete  anuria  may  be  caused 
by  so-called  reflex  inhibition,  but  this  must  be  a  very  rare 
occurrence  in  cases  where  one  kidney  is  absolutely  sound.  Kum- 
mell has  never  observed  it  under  such  conditions  and  accepts 
the  term  "  reflex  anuria  "  for  those  cases  onlv  where  by  au- 
topsy, or  operation  and  microscopical  examination,  absence  of 
concrements  and  absolute  integrity  of  one  kidney  was  ascer- 
tained. To  this  statement  should  be  added:  And  if  reliable 
plates  have  proven  the  absence  of  one  or  more  stone-shadows. 

Aside  from  the  danger  of  acute  anuria,  the  presence  of 
concrements  in  both  kidneys  will  in  time  cause  a  grave  patho- 
logical change  in  the  one  kidney  which  from  an  anatomical 
and  functional  standpoint  is  still  comparatively  healthy.  For, 
owing  to  the  decreased  or  totally  absent  compensation  of  its 
sister  organ  it  will  in  the  end,  develop  a  chronic  nephritis.  Be- 
sides that,  every  kidney  harboring  one  or  more  concrements 

12 1,  c,  p.  93. 
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is  threatened,  sooner  or  later,  with  a  pyonephrosis,  by  which 
the  renal  parenchyma  may  be  entirely  destroyed. 

These  reasons,  especially  the  ever  present  possibility  of  a 
quickly  fatal  termination  from  sudden  anuria,  will  influence 
our  therapeutic  measures  and  will  compel  us  to  proceed  with 
operative  procedures  at  a  time  where  in  unilateral  Nephroli- 
thiasis, other  things  being  equal,  an  expectant  regime  would  be 
justifiable.  In  this  connection  the  following  interesting  obser- 
vation is  reported: 

A  young  clerk  of  19  came  under  observation  with  the 
following  history:  Family  history  unimportant.  As  a  child 
had  occasional  attacks  of  pain  in  abdomen.  While  seized 
with  pain,  the  child,  as  the  patient's  mother  stated,  would  be- 
come suddenly  pale  and  perspire  freely.  Later  these  attacks 
disappeared.  For  about  a  year,  the  patient  has  been  suffering 
from  attacks  of  colic,  consisting  of  sharp  shooting  pains  in  his 
right  hypochondrium,  particularly  over  the  region  of  the  ap- 
pendix. While  these  pains  in  the  beginning  of  the  attacks, 
which  generally  lasted  a  few  days  and  incapacitated  him  from 
work,  were  concentrated  on  the  right  side,  they  were  later  on 
felt  in  the  left  hypochondrium.  These  attacks  had  occurred 
quite  often  of  late  and  had  increased  in  intensity.  In  the  inter- 
vals between  the  paroxysms  of  pain  the  patient  has  had  occasion- 
ally a  dull  ache  in  the  left  side  of  his  abdomen.  These  con- 
tinual attacks  had  made  the  patient's  life  quite  miserable. 
Venereal  infection  was  denied. 

Nothing  of  pathological  note  could  be  ascertained  by  the 
usual  methods  of  examination  of  the  different  organs,  except 
that  the  heart,  while  only  moderately  enlarged,  revealed  the 
presence  of  a  distinct  systolic  murmur  over  all  ostia.  Palpa- 
tion of  abdominal  organs,  especially  that  of  kidneys,  gave 
negative  results.  The  urine  examination  showed  a  trace  of 
albumen  and,  microscopically,  many  blood-cells  and  a  few 
small  round  epithelial  cells. 

Particularly  on  account  of  the  microscopic  findings  in  his 
urine,  the  patient  was  persuaded  to  enter  the  German  hos- 
pital, where  I  was  able  to  study  the  case  for  several  weeks, 
prior  to  operation.    During  his  stay  at  the  hospital,  the  patient 
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suffered  repeated  attacks  of  severe  colic,  the  pain  being  located 
in  the  abdomen  over  the  region  of  the  stomach  or  around  the 
navel.  The  daily  quantity  of  urine  varied  between  1200  and 
1500  cc,  the  urine  was  somewhat  cloudy,  of  normal  specific 
gravity,  acid  reaction,  and  always  contained  the  microscopic 
features  above  mentioned.  Cystocopy  showed  nothing  of 
note;  trigone  and  both  ureteral  openings  appeared  to  be  nor- 
mal. Ureteral  catheterization  and  application  of  functional 
tests  after  injection  of  1  cc.  of  £  per  cent  Phloridzin  solution 
gave  the  following  results  : 


Richt  Kidney  Left  Kidney 

Urea   1.5%    Urea  14% 

Sugar   1%       Sugar   i-S% 

A   •  2-3S  A  I-99 

Microscop.     Numerous  blood   cells,   a  Microscop.     Numerous  red-cells  (some 
few  leucocytes,  a  few  renal  epi-  degenerated),     leucocytes,  many 

thelial  cells.  round  epithelial  cells. 

Inoculation  of  a  guinea-pig  with  urines  from  either  kidney 
gave  negative  results  as  regards  tuberculosis.  A  radiographic 
examination  cleared  at  once  the  hitherto  obscure  pathological 
condition.  One  glance  at  the  plates  which  were  obtained  made 
the  diagnosis  of  bilateral  Nephrolithiasis  certain.  Fig.  II.,  (a 
and  b) . 

Since  the  left  kidney  functionally  as  well  as  anatomically 
appeared  somewhat  inferior  to  the  right  organ,  the  former  one 
was  exposed  under  chloroform  narcosis.  A  concrement  was 
felt  in  the1  parenchyma  near  the  pelvis  and  the  kidney  was  in- 
cised sufficiently  to  permit  the  extraction  of  the  stone.  When 
the  rubber  band  put  temporarily  around  the  stump  was  re- 
leased, some  hemorrhage  from  the  parenchyma  ensued,  which 
was  easily  controlled  however.  The  kidney  parenchyma  was 
sutured  by  five  catgut-ligatures;  two  cigarette-drains  at  the 
upper  and  lower  poles  of  the  kidney;  closure  of  wound  by 
layers. 

The  patient  rallied  well  from  the  operation,  which  lasted 
45  minutes.  Six  hours  after  the  operation  about  5  ounces  of 
urine  were  passed.  An  hour  or  two  later  a  severe  hemorrhage 
occurred  in  the  wound  and  the  patient  died  rather  suddenly 
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8  hours  after  the  operation  under  the  symptoms  of  heart- 
failure. 

The  post-mortem  examination  had  to  be  confined  to  the  kid- 
neys:  The  space  around  the  left  kidney  was  filled  with 
several  blood-clots  of  moderate  size.  The  right  kidney  con- 
tained a  calculus  exactly  located  as  that  on  the  left  side.  This 
calculus  could  easily  have  been  removed  by  a  typical  pyelo- 
lithotomy. 

Both  calculi  are  of  dark  red  color  and  irregularly  shaped; 
they  measure  2  by  2.5  cm.,  are  of  rather  hard  consistency 
and  prove  upon  examination  to  be  urates  with  calcium  carbonate 
deposits.    Fig.  III.  (a  andb). 

It  is  to  be  hoped  that  a  more  perfected  radiographic  techni- 
que will  permit  us  to  place  absolute  reliance  upon  the  evidence 
furnished  by  the  plate.    In  this  case  one  glance  upon  the  plates 


Fig.  Ill  a.  Fig.  Ill  b. 

proves  that  the  removal  of  either  calculus  could  have  been 
effected  by  a  pyelotomy,  which  could  have  been  done  without 
exposing  the  patient  to  the  danger  of  post-operative  hemor- 
rhage to  which  the  patient's  heart  was  not  equal.  According 
to  Israel's  teachings  a  nephrolithotomy  is  preferable  to  a 
pyelolithotomy,  because  the  latter  does  not  permit  with  ab- 
solute safety  the  detection  and  removel  of  all  concrements 
lodged  in  the  various  renal  calices.  More  difficult,  though, 
than  the  detection  of  concrements  is  their  removal  through  an 
incision  in  the  kidney  pelvis.    One  works  in  the  dark,  has  no 
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room  to  open  the  forceps  and  cannot  extract  concrements 
through  the  narrow  channel  of  the  pelvis.  These  deliberations 
prompted  me  to  perform  nephrolitholomy.  In  the  future 
though  we  ought  to  be  better  able  on  the  basis  of  reliable 
radiographic  plates,  to  weigh  the  relative  advantages  of  either 
method.  Knowing  the  size  and  exact  location  of  one  or  more 
calculi  from  a  previous  study  of  the  plate  pyelolithotomy  may 
successfully  rival  the  operation  of  nephrolithotomy.  The 
former  operation,  aside  from  the  greater  shock  and  danger  of 
post-operative  hemorrhage  connected  with  nephrotomy,  does 
not  interfere  with  the  functionating  renal  parenchyma  and 
therefore  offers  better  post-operative  chances  to  the  patient.13 
A  great  many  urinary  ailments  (chronic  pyurias),  or  ab- 
dominal affections  with  vague  symptoms,  which  are  often 
wrongly  interpreted  as  neurasthenia,  appendicitis,  ovaralgia, 
etc.,  may  be  proven  by  the  plate  to  be  in  reality  due  to  the  pres- 
ence of  one  or  more  concrements  in  one  or  both  kidney- 
regions. 

A  chronic  pyuria  which  is  caused  by  a  bilateral  Nephrolith- 
iasis complicated  with  an  infection  of  both  kidneys  requires, 
for  obvious  reasons,  quick  interference.  In  such  cases  Kiim- 
mell14  advises  to  operate  on  both  kidneys  at  one  time.  He 
noticed  in  some  of  his  cases  of  bilateral  Nephrolithiasis  a  slow 
or  no  improvement  after  removal  of  calculi  on  one  side  while 
rapid  improvement  ensued  after  the  second  operation.  The 
bilateral  operation  however  is  only  feasible,  in  my  opinion, 
where  good  or  at  least  fair  relative  functional  values  on  both 
sides  can  be  obtained.  If  the  functional  tests  on  one  side  point 
to  a  decided  inferiority,  it  is  advisable  to  operate  first  on  the 
kidney  with  low  function,  and  to  rely  for  the  time  being  upon 
the  better  functionating  organ.  Later  on,  when  the  function 
of  the  operated  kidney  has  gradually  improved,  the  removal 
of  concrements  from  the  other  kidney  can  be  made  without 
great  vital  risk  to  the  patient.  This  maxim  guided  me  in  the 
management  of  the  following  case,  which  presents  many  fea- 
tures of  unusual  interest  and  is  therefore  reported  in  detail: 

13See  also:  Pyelolithotomy  versus  Nephrolithotomy,  etc.  Transactions 
of  the  Amer.  Urol.  Assn.,  1908. 

14  Surg.  Gynecol.  &  Obstetrics,  1906. 
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A  clerk  of  40  years  came  first  under  observation  in  August, 
1904,  suffering  from  acute  renal  colic  on  the  right  side.  His 
family  history  contains  the  notable  fact  that  his  father  had 
suffered  from  repeated  attacks  of  gout  and  had  succumbed  to 
an  operation  performed  for  removal  of  stone  in  the  bladder. 
The  patient  himself  had  always  enjoyed  good  health.  Five 
years  ago  appendectomy  was  performed  on  him  by  another 
surgeon  and  previous  to  that  operation  and  repeatedly  after- 
wards he  had  suffered  from  attacks  of  renal  colic  with  the 
occasional  passage  of  small  calculi. 

Nothing  of  pathologic  note  was  revealed  by  the  examina- 
tion at  that  time,  except  that  the  urine  showed  microscopically 
a  few  fresh  blood-cells  and  blood-shades.  A  few  days  later 
a  calculus  of  the  size  of  an  ordinary  bean  was  passed  which 
proved  to  be  phosphatic. 

The  patient  entered  the  hospital  again  in  February,  1906, 
on  account  of  an  attack  of  renal  colic  of  unusual  severity. 
The  pain  was  radiating  from  the  left  kidney-region  towards 
Poupart's  ligament  and  was  occasionally  felt  at  the  glans  penis. 
During  several  days  regular  paroxysms  of  pain  ensued  necessi- 
tating the  administration  of  large  doses  of  morphin.  The 
urine  was  cloudy,  containing  a  large  number  of  pus-  and  red- 
cells.  Patient  notices  that  the  stream  suddenly  stops  when 
urinating. 

As  soon  as  the  patient's  condition  permitted,  a  cystoscopic 
examination  was  made,  which  showed  an  inflamed  trigone  and 
a  puffed  and  patulous  ureteral  orifice  on  the  left  side.  The 
ureter-catheter  was  inhibited  in  its  progress  at  about  ^  cm. 
from  the  left  ureteral  orifice  and  no  urine  could  be  obtained 
from  this  side.  X-Ray  plates  taken  from  both  kidney-regions 
showed  distinct  stone-shadows  on  both  sides.  Fig.  IV.,  (a 
and  b) . 

The  condition  of  the  patient  grew  somewhat  alarming  dur- 
ing the  next  few  days  (amount  of  daily  urine  gradually  de- 
creasing, no  urine  from  the  left  side,  calculus  in  ureter  remains 
in  situ  and  can  plainly  be  felt  from  the  rectum)  and  in  con- 
sultation with  several  colleagues  the  feasibility  of  removal  of 
the  calculus  in  the  left  ureter  either  by  a  lumbar  nephrotomy 
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or  by  suprapubic  cystotomy  was  discussed.  However  in  the 
absence  of  distinct  uremic  or  other  grave  symptoms,  I  decided 
to  wait,  trying  to  dislodge  the  calculus  at  first  by  cystoscopic 
manipulation  from  the  bladder  (injection  of  oil  and  glycerin 
through  the  ureter  catheter),  later  on  by  gentle  massage  from 
the  rectum.  This  latter  procedure  .was  perceptibly  useful. 
Twelve  days  after  the  onset  of  the  symptoms  caused  by  the 
closure  of  the  left  ureter  the  calculus  (a  phosphate  2  cm.  in 
length  and  1  cm.  in  width)  passed  into  the  bladder  and  was 
soon  afterwards  discharged  through  the  urethra  with  the 
flow  of  urine. 

The  patient  passed  henceforth  normal  quantities  of  urine. 
The  functional  tests  performed  at  this  time  gave  the  following 
results : 

Right  Kidney  Left  Kidney 

Urine.    Cloudy  Cloudy 
A         --0-93  — 0.54 

Sugar.    40  min.  after  phloridzin  No  reaction  one  hour  after  injection 

injection  slight  reaction  0.003 
Urea.     0.009  1.006 

Sp.  gr.  1.010  Pus  cells  in  abundance,  many  erythro- 

Microscop. Many  pus,  a  few  red  cells;  cytes,  numerous  granular  casts,  many 
a  few  small  epithelial  cells.  small  round  epithelial  cells 

On  account  of  the  functional  and  anatomical  inferiority  of 
the  left  kidney,  I  decided  to  expose  first  this  organ  which  was 
done  by  a  lumbar  incision;  several  irregularly  formed  smaller 
and  larger  phosphatic  concrements  varying  in  size  from  a  bean 
to  a  walnut  were  removed  by  nephrolithotomy.15  The  kidney 
parenchyma  was  found  to  be  so  much  diseased,  that  only  the 
knowledge  of  the  presence  of  calculi  in  its  sister  organ  and  the 
doubtful  functional  capacity  of  that  organ  prevented  me  from 
removing  the  left  kidney. 

As  predicted  to  the  patient  a  fistula  remained  on  the  left 
side  which  resisted  the  ordinary  means  of  attempts  at  closure. 
The  left  ureter  and  kidney  were  repeatedly  and  systematically 
irrigated  by  means  of  silver  solutions  applied  through  the 

15  The  plates  taken  from  this  case  at  that  time  as  well  as  the  calculi  re- 
moved from  the  left  kidney  were  destroyed  by  the  great  San  Francisco  fire  in 
April,  1906.  Fortunately  the  patient  himself  had  retained  2  diapositives  of  the 
original  plates,  of  which  reprints  appear  in  Fig.  iv.,  a  and  b. 


BILATERAL  NEPHROLITHIASIS  53 


ureter  catheter;  twice  the  fistulous  opening  was  enlarged  and 
thoroughly  scraped  but  in  spite  of  persistent  efforts  the  patient 
left  the  hospital  a  few  months  after  the  operation  with  a  lum- 
bar urinary  fistula  on  the  left  side  which  made  his  life  miserable. 
At  the  same  time  it  was  impossible  to  obtain  urine  from  that 
side  through  the  ureter  catheter  for  a  comparative  functional 
test,  as  the  left  kidney  secreted  all  its  urine  through  the  lumbar 
fistula.  Knowing  the  low  functional  value  of  the  left  side,  as 
ascertained  before  the  operation,  I  did  not  deem  it  advisable 
to  perform  nephrolithotomy  on  the  right  side  in  order  to  im- 
prove, by  the  removal  of  the  calculi,  the  pyuria  which  was 
mostly  responsible  for  the  failure  of  the  left-sided  lumbar 
fistula  to  close.  X-Ray  pictures  taken  of  both  kidney-regions 
at  the  time  the  patient  left  the  hospital  showed  the  left  side 
entirely  free  from  calculi,  while  the  same  characteristic  shadows 
were  visible  on  the  plate  of  the  right  side,  as  in  the  photo- 
graph taken  before  the  operation  (cf.  fig.  V.,  a  and  b). 

When  these  facts  were  presented  to.  the  local  branch  of  the 
American  Urological  Association  with  a  view  to  obtain  advice 
as  regards  the  future  management  of  this  case,  I  was  advised 
to  perform  nephrectomy  on  the  left  side,  as  in  all  probability 
the  fistula  would  never  close.  However,  since  the  plate  had 
again  demonstrated  the  presence  of  calculi  on  the  right  side 
and  since  the  function  of  the  right  kidney  had  also  been  found 
to  be  considerably  below  par,  I  considered  it  the  wiser  course 
to  let  the  patient  suffer  the  inconvenience  of  his  lumbar  fistula 
rather  than  to  expose  him  to  the  danger  of  losing  any  of  his 
functionating  kidney-tissue. 

The  patient  had  meanwhile  accepted  a  position  as  clerk  on 
a  steamer  plying  between  San  Francisco  and  a  Central  Ameri- 
can port  and  after  repeating  his  trip  three  times,  presented  him- 
self again  in  June,  1907,  ( 1 5  months  after  the  left-sided  nephro- 
tomy) with  his  fistula  entirely  closed.  He  had  gained  on  his 
ocean  trips  much  in  strength  and  health  and  the  only  objective 
symptom  present  at  that  time  was  that  his  urine  was  still 
cloudy  and  contained  much  pus.  The  patient  could  not  be 
persuaded  to  submit  at  that  time  to  any  more  examinations 
either  cystoscopic  or  radiographic,  and  since  there  was  no  urgent 
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indication  for  removal  of  the  calculi  on  the  right  side,  he  was 
permitted  to  continue  in  his  present  work.  I  have  not  seen  him 
since,  but  I  understood  that  he  is  working  and  is  in  compara- 
tively good  health.  The  patient  informed  me  a  few  weeks 
ago  (Nov.  1908)  that  he  was  in  excellent  health,  and  did 
not  suffer  from  any  unpleasant  symptoms  referable  to  his 
urinary  organs. 

This  case  illustrates  several  important  points:  (a)  The  func- 
tional tests  have  not  the  diagnostic  value  in  bilateral  Nephro- 
lithiasis that  they  have  in  unilateral  kidney-lesions.  They  are 
apt,  though,  to  give  important  hints  as  to  which  kidney  should 
be  attacked  first,  (b)  The  knowledge  furnished  by  the  plate 
that  the  bilateral  anatomical  disease  (pyonephrosis)  and  func- 
tional inferiority  was  due  to  the  pressure  of  concrements  in 
both  kidneys,  prevented  thex  removal  of  the  left  kidney,  (c) 
A  renal  fistula  may  with  the  improvement  of  the  patient's  gen- 
eral health  eventually  close,  and  conservatism  and  patience  on 
the  part  of  physician  and  patient  should  be  persistently  exer- 
cised before  resorting  to  nephrectomy,  (d)  Radiography,  and 
especially  the  repetition  of  X-Ray  exposures  in  cases  of  bilateral 
stone-kidney,  is  the  only  and  absolute'  diagnostic  means  which 
must  guide  our  action.  The  removal  of  one  kidney,  however 
diseased,  leaving  the  patient  with  another  diseased  organ  which 
might  have  at  any  time,  through  calculous  obstruction  of  its 
ureter,  refused  to  functionate,  would  certainly  have  been  a 
fatal  error  in  this  case. 


Contributed  by  the  Author  to  the  American  Journal  of  Urology. 
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THE  following  is  a  review  of  the  work  that  has  been  done  within 
the  past  year  in  the  field  of  the  serum  diagnosis  of  syphilis. 
The  review  does  not  pretend  to  be  complete,  and  includes  only 
the  most  important  papers  published  within  the  past  twelve  months. 
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It  is  intended  to  give  a  summary  of  the  status  of  this  very  interesting 
and  important  phase  of  the  diagnosis  of  syphilis. 

I.     GENERAL  CONSIDERATIONS 

In  order  to  understand  the  theory  of  Wassermann's  reaction,  we  must 
go  back,  briefly,  to  the  work  of  Bordet  and  Gengou,  who  in  1901, 
(Annales  de  L'Institut  Pasteur,  XV,  1901)  announced  that  they  had 
succeeded  in  applying  certain  principles  worked  out  by  them  to  the 
diagnosis  of  infectious  diseases,  especially  to  typhoid  fever.  When 
bacterial  emulsions  or  vaccines  were  injected  into  animals,  the  latter 
were  rendered  immune  to  the  particular  bacterium  used.  The  active 
substances  which  were  present  in  the  bacterial  emulsions  were  termed 
antigens.  The  animals  injected  with  these  antigens  developed  certain 
defensive  bodies  known  as  antibodies,  in  their  serum,  in  the  process  of 
becoming  immune  to  the  injected  bacterium. 

When  the  serum  of  an  animal  which  had  been  thus  rendered  im- 
mune (and  which  therefore  contained  an  antibody)  was  mixed  with  a 
bacterial  emulsion  {antigen)  of  the  same  species  of  germs  as  had  been 
used  in  immunizing  the  animal,  bacteriolysis  took  place,  i.  e.,  the  bacte- 
ria in  the  emulsion  underwent  dissolution. 

A  further  study  of  the  antibodies  in  the  serum  of  the  immunized 
animals  revealed  the  important  fact  that  these  antibodies  were  com- 
posed of  two  substances  which  could  be  easily  separated  owing  to  their 
different  qualities.  These  two  substances  were  termed  amboceptor  and 
complement,  respectively.  The  amboceptor  gives  to  the  serum  its  spe- 
cific virtues,  and  is  "  thermostabile,"  i.  e.,  is  not  affected  by  heat.  It  pre- 
serves its  properties  for  a  considerable  time,  if  kept  in  an  ice-chest. 

The  complement,  on  the  other  hand,  is  not  a  specific  substance,  for 
it  occurs  in  all  fresh  sera,  while  the  amboceptor  is  present  in  immune 
sera  only.  The  complement  is  furthermore  destroyed  or  "  inactivated  " 
by  exposure  to  a  temperature  of  56°C  for  half  an  hour.  //'  immune 
serum  is  therefore  exposed  to  this  temperature  for  half  an  hour,  the 
complement  is  destroyed  and  the  amboceptor  is  left.  Serum  so  treated, 
in  which  the  complement  is  lacking  is  known  as  inactivated  serum,  be- 
cause it  has  been  found  that  both  the  amboceptor  and  the  complement 
are  necessary  in  order  to  produce  bacteriolysis.  When  the  complement 
has  been  destroyed  the  serum  is  no  longer  bacteriolytic.  This  is  an 
extremely  important  point  and  must  be  carefully  remembered  in  order 
to  understand  what  follows.  An  inactive  serum  (in  which  the  com- 
plement has  been  removed  or  destroyed  by  heat),  can  be  rendered  ac- 
tive, i.  e.,  capable  of  bacteriolysis  (for  the  specific  bacterium  against 
which  the  animal  has  been  rendered  immune)  by  the  addition  of  fresh 
serum  rich  in  complement.  The  serum  of  a  freshly  killed  guinea  pig 
is  usually  employed  for  this  purpose,  as  it  is  rich  in  complement. 

We  know  now,  that  bacteriolysis  cannot  take  place  without  the 
presence  of  both  amboceptor  and  complement.    If  we  remove  the  com- 
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plement  we  find  that  the  bacteria  will  not  be  dissolved.  If  we  then 
add  complement  in  the  shape  of  fresh  guinea  pig's  serum,  we  supply 
the  second  reagent  needed  for  the  solution  of  bacteria  in  question,  and 
bacteriolysis  takes  place.  If  bacteriolysis  does  not  take  place  after  the 
addition  of  complement  (guinea  pig's  serum)  we  know  that  the  serum 
of  the  animal  tested  (containing  now  the  amboceptor  only)  is  not  spe- 
cifically immune  for  the  bacteria  used  in  our  test.  The  bacteriolytic 
test  then  is  used  in  determining  the  specific  character  of  the  serum 
under  investigation.  Thus,  for  example,  the  serum  of  a  patient  sus- 
pected of  typhoid  fever,  which  contains  antibodies  (amboceptor  plus 
complement)  is  first  heated  to  56°C.  to  destroy  the  complement,  leav- 
ing the  amboceptor.  Then  it  is  mixed  with  an  emulsion  of  typhoid 
bacilli,  and  fresh  guinea  pig's  serum  is  added  to  supply  the  missing 
complement.  If  bacteriolysis  takes  place,  the  patient  has  in  his  serum 
the  specific  antibodies  of  typhoid  infection,  and  is  therefore  suffering 
from  typhoid  fever.  If  bacteriolysis  does  not  take  place,  the  antibodies 
are  lacking,  and  the  patient  has  no  typhoid  infection  in  his  organism. 

The  explanation  of  the  process  of  bacteriolysis,  as  given  by  Ehrlich 
and  Morgenroth  (Collected  Studies  on  Immunity,  New  York,  1906) 
is  that  the  specific  amboceptor  (present  in  the  serum  of  the  animal 
tested)  impregnates  the  bacteria  {antigen)  like  a  stain  impregnates 
the  germs  when  they  are  colored  for  microscopical  study.  The 
bacteria  thus  impregnated  are  rendered  susceptible  to  the  action  of 
the  complement,  which  effects  their  disintegration  (bacteriolysis).  The 
amboceptor  therefore,  while  impregnating  the  bacteria  also  takes  hold 
of  the  complement,  and  "  fixes  it  "  or  absorbs  it.  This  is  known  as 
"  complement-fixation." 

The  principles  which  have  been  thus  far  explained  apply  to  bacterial 
emulsions,  or  in  other  words  to  a  "  bacteriolytic  system,"  [inactivated 
serum;  plus  fresh  guinea  pig's  serum;  plus  bacterial  emulsion;  or,  in 
other  words,  amboceptor,  plus  complement,  plus  bacteria  (antigen)]. 
The  same  principles  however  apply  also  to  the  hemolytic  system,  in 
which  instead  of  the  bacterial  emulsion,  red  corpuscles  are  used.  In 
order  to  understand  the  analogy  between  the  two  sets  of  phenomena, 
bacteriolysis  and  hemolysis,  we  must  remember  that  when  an  animal  A, 
of  one  species  is  given  injections  of  the  red  blood  corpuscles  of  a  second 
animal,  B,  of  a  different  species,  there  develop  in  the  serum  of  animal 
A  antibodies  which  are  specific  for,  i.  e.,  which  are  capable  of  dis- 
solving, the  red  corpuscles  of  the  animal  of  species  B.  Here  then  we 
have  an  exact  analogy  to  the  process  which  goes  on  when  bacteria  are 
injected  into  an  animal.  The  red  corpuscles  of  an  animal  of  a  foreign 
species  act  as  antigen  ("  generators  of  antibodies," — this  is  the  best  way 
to  remember  the  significance  of  this  term),  and  when  injected  give  rise 
to  the  development  of  antibodies.  The  latter  consist  of  amboceptor  and 
complement  in  the  same  way  as  the  antibodies  produced  in  the  bacterial 
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experiments,  and  the  hemolytic  amboceptor  and  complement  behave 
in  the  same  way  as  the  bacteriolytic  substances  of  corresponding  names. 
Hemolysis  can  only  be  produced  when  both  amboceptor  and  comple- 
ment are  present  together.  The  amboceptor  in  the  hemolytic  system  is 
also  specific,  i.  e.,  reacts  only  to  the  blood  corpuscles  of  the  animal  of 
the  species  used  to  inject  the  animal  tested,  and  to  no  other  blood 
corpuscles.  The  amboceptor  is  not  destructible  by  heat,  while  the 
complement  is.  The  complement  can  be  found  in  any  fresh  serum  in 
the  same  way  as  in  the  bacteriolytic  system.  Hence  we  can  utilize  a 
"  hemolytic  system  "  to  determine  the  specific  character  of  a  serum  in 
the  same  way  as  a  "  bacteriolytic  system  "  is  used  to  determine  the  same 
specificity.  The  advantages  of  the  hemolytic  method,  however  is  that 
it  can  be  watched  with  the  naked  eye,  as  the  solution  (hemolysis)  of 
red  blood  corpuscles  can  be  seen  to  be  complete  when  the  mixture  of 
serum,  and  red  blood  corpuscles  grows  perfectly  clear  and  transparent, 
while  any  remaining  turbidity  will  show  that  hemolysis  is  not  com- 
plete or  is  absent. 

To  illustrate  the  way  in  which  these  principles  can  be  applied  to 
the  diagnosis  of  an  infectious  disease,  let  us  take  as  an  example  a  case 
of  suspected  typhoid.   We  take: 

1.  The  patient's  serum,  which  presumably  contains  antibodies  (am- 
boceptor complement).  We  wish  to  test  the  specificity  of  the  ambo- 
ceptor, and  therefore  first  destroy  the  complement  by  heating  the  serum 
to  56°C.  for  half  an  hour. 

2.  An  emulsion  of  typhoid  bacilli  (the  antigen). 

3.  The  complement,  i.  e.,  some  fresh  serum  of  a  guinea  pig. 
Measured  quantities  of  the  above  three  substances  are  mixed  in  a 

test  tube,  and  are  allowed  to  stand  for  two  or  three  hours.  If  the 
patient's  serum  is  specific  (contains  the  specific  amboceptor)  the  bacteria 
will  be  dissolved,  showing  that  the  complement  artificially  added  has 
been  fixed,  i.  e.,  has  combined  with  the  amboceptor. 

In  order  to  show  that  the  complement  has  been  fixed  in  the  above 
reaction,  we  add  now  to  the  same  tube,  what  has  been  spoken  of  above 
as  a  "  hemolytic  system,"  i.  e.,  red  blood  corpuscles,  and  some  more 
suspected  serum  which  has  been  deprived  of  complement  by  heating 
to  56°C.  for  half  'an  hour.  In  other  words  we  add  to  the  tube  red 
blood  cells  and  amboceptor,  but  no  complement ,  and  the  only  com- 
plement in  that  tube  then,  is  whatever  has  remained  unfixed  by  the  am- 
boceptor before  the  addition  of  the  red  cells. 

The  tube  is  now  allowed  to  stand  and  is  examined  from  time  to  time. 
//  hemolysis  occurs,  ive  know  that  there  had  been  no  bacteriolysis ,  in 
other  words  the  complement  had  remained  free  and  has  united  with  the 
amboceptor  added  with  the  hemolytic  system  and  the  red  cells  to 
produce  hemolysis.  If  the  complement  has  remained  free  and  there 
was  no  bacteriolysis  the  serum  under  examination  was  not  a  typhoid 
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serum,  as  the  ambocepter  of  a  typhoid  serum  is  specific  (bacteriolytic) 
for  the  mulsion  of  typhoid  bacilli,  in  the  presence  of  complement. 

On  the  other  hand,  //  hemolysis  is  absent,  it  means  that  the  com- 
plement had  been  fixed  in  the  bacteriolytic  system  and  that  there  had 
been  bacteriolysis  in  the  tube.    The  patient  therefore  has  typhoid  fever. 

In  other  words,  and  to  state  the  matter  very  briefly,  hemolysis  under 
these  conditions  shows  an  absence  of  specific  antibodies  in  the  serum  of 
the  patient,  while  the  absence  of  hemolysis  shows  the  presence  of  specific 
substances ,  and  therefore,  the  presence  of  a  specific  infection. 

Wassermann's  test  for  syphilis  is  an  application  of  these  principles  to 
the  serum  diagnosis  of  syphilis.  The  only  essential  difference  between 
Wassermann's  test  and  the  reaction  for  typhoid  introduced  by  Bordet 
and  Gengou  is  that  since  we  cannot  cultivate  the  Spirochata  pallida, 
we  use  as  an  antigen  in  this  reaction  extracts  of  the  internal  organs, 
(liver)  of  syphilitic  newly-born  which  contain  the  active  agent  or  virus 
of  syphilis.  Wassermann,  Neisser  and  Bruck  (Deutsche  Med.  Wochen- 
schr.,  No.  19,  1906)  were  the  first  to  experiment  with  the  extracts 
of  organs  of  syphilitic  subjects,  and  announced  the  fact  that  it  was 
possible  to  apply  the  reaction  of  Bordet  and  Gengou  to  the  diagnosis 
of  syphilis.  They  experimented  with  the  syphilitic  serum  of  both  apes 
and  men  and  found  that  non-syphilitic  serum  did  not  interfere  with 
hemolysis,  while  syphilitic  serum  did.  A  positive  Wassermann  reaction 
therefore  consists  in  the  persistence  of  turbidity  (hemolysis  absent  or 
incomplete)  under  the  same  conditions  as  were  described  above  for  ty- 
phoid fever,  save  that  instead  of  the  emulsion  of  typhoid  bacilli  an  ex- 
tract of  a  syphilitic  liver  is  used* 

II.     THE  ROLE  OF  THE  LIPOIDS  IN  WASSERMANN'S  REACTION.  THE 
METHODS  OF  PORGES  AND  MEIER. 

In  the  original  method,  Wassermann  used  extracts  of  syphilitic  organs 
made  with  salt  solution.  Wassermann  ( Berliner  Klin.  Wochenschrift., 
1907,  Vol.  44,  page  1599),  Porges  and  Meier,  Landsteiner,  Miiller 
and  Potzl  (Wiener  Klin.  Wochenschrift.,  1907  Vol.  20,  1564)  Le- 
vaditi  and  Yamanouchi  (Societe  de  Biologie,  1907,  Vol.  42,  page 
741),  working  independently,  found  that  extracts  made  with  alcohol 
also  contained  the  antigen  and  could  be  used  to  produce  the  reaction. 

Wassermann  suggested,  in  view  of  the  solubility  of  the  active  con- 
stituents of  syphilitic  livers,  that  the  antigens  must  be  closely  allied 
to  the  lipoid  bodies,  such  as  lecithin,  cholesterin,  etc.  Accordingly, 
Porges  and  Meier  (Berliner  Klin.  Wochenschrift,  No.  51,  1907,  and 
No.  15,  1908)  began  to  use  solutions  of  lecithin,  instead  of  the  alco- 
holic extracts  of  syphilitic  organs,  as  antigens  in  Wassermann's  test. 

*  The  author  is  indebted  for  the  above  discussion  of  Wassermann's  test 
in  great  measure  to  the  excellent  review  of  the  subject  by  H.  P.  Towle 
(Boston  Ded.  and  Surg.  Journal,  October  8  and  15,  1908). 
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Almost  simultaneously  several  other  authors  reported  successful  experi- 
ments in  the  same  direction  with  a  variety  of  similiar  chemical  sub- 
stances. Levaditi  (Presse  Medicale,  No.  90,  1907)  used  sodium  glco- 
cholate;  Sachs  and  Altmann  (Berliner  Klin.  Wochenschrift,  No.  10, 
and  No.  14,  1908)  used  sodium  oleate ;  Fleischmann  (Berliner  Klin. 
Wochenschrift  No.  10,  1908)  used  vaselin  and  cholesterin.  Other  sub- 
stances such  as  glycogen,  sodium  taurocholate,  etc.  were  used. 

While  working  with  lipoids,  Sachs  and  Altmann  (Berliner  Klin. 
Wochenschrift,  1908,  Vol.  45,  page  494  and  699)  found  that  the  re- 
action of  the  serum  had  something  to  do  with  the  result  of  the  test. 
They  were  able  to  prevent  the  fixation  of  the  complement  by  adding 
a  sufficient  amount  of  dilute  sodium  hydrate  solution,  and  by  adding 
properly  diluted  hydrochloric  acid,  they  were  able  in  some  cases  to 
change  a  negative  test  to  a  positive. 

An  interesting  confirmation  of  the  hypothesis  that  the  active  syphi- 
litic substance  in  the  extracts  of  organs  used  in  the  Wassermann  test 
was  a  lipoid,  was  found  in  the  researches  of  Beneke  (Deutsche  Med. 
Wochenschrift,  April  13,  1908,  page  730)  who  noted  great  numbers 
of  large,  fat  droplets  in  the  livers  of  syphilitic  children,  which  stained 
deeply  with  Loeffler's  methlene  blue  solution.  These  drops  of  fat 
are  covered  with  a  membrane  of  soapy  material,  which  is  invisible  with- 
out the  stain.  Fat  drops  in  normal  livers  do  not  stain  in  the  same 
manner.  This  soap  membrane,  according  to  Beneke,  is  composed  of 
a  lipoid  substance. 

Forges  and  Meier's  Simplified  Method. 

Of  the  various  methods  of  employing  lipoids,  which  have  been  re- 
ferred to,  that  of  Porges  and  Meier,  worked  out  under  Wassermann's 
direction,  has  attracted  most  attention.  Finding  that  lecithin  worked 
well  as  an  antigen  in  the  syphilis  reaction,  Porges  and  Meier  (Wiener 
Klin.  Wochenschrift,  1908,  Vol.  21,  page  206)  simplified  the  method 
of  serum  diagnosis  by  mixing  equal  parts  of  a  0.2  per  cent,  suspension 
of  lecithin  in  distilled  water,  and  of  the  serum  of  a  suspected  patient 
in  a  test  tube,  and  allowing  to  stand  for  five  hours.  If  the  serum  is 
syphilitic,  a  flocculent  precipitate  forms. 

The  method  of  Porges  and  Meier  was  immediately  tested  by  a  num- 
ber of  observers.  Nobl  and  Arzt  (Wiener  Klin,  Wochenschrift,  1908, 
Vol.  21,  page  287)  found  that  the  reaction  was  positive  in  81  per 
cent,  of  suspected  syphilitics.  Nobl  (Wiener  Klin.  Wochenschrift, 
February  27,  1908)  obtained  a  positive  reaction  with  a  variable  in- 
tensity in  68  cases  with  Porges  method.  Thirty-six  of  these  patients 
had  shown  specific  lesions.  The  intensity  of  the  reaction,  however, 
did  not  seem  to  be  influenced  either  by  the  date  of  infection  or  the 
method  of  treatment.  In  32  cases  of  latent  syphilis,  similar  results 
were  obtained. 
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Fritz  and  Kren  (Wiener  Klin.  Wochenschrift,  March  19,  1908) 
compared  the  two  methods  proposed  by  Porges  and  Meier,  i.  e.,  the 
method  with  lecithin  and  that  with  sodium  glycocholate.  They  found 
that  with  lecithin  there  were  63  per  cent,  positive  out  of  51  cases  of 
evident  syphilis,  but  there  were  also  65  per  cent,  of  17  cases  of 
tuberculosis  with  positive  reactions.  With  sodium  glycocholate  the 
positive  reactions  with  syphilis  were  about  the  same,  but  in  tuberculosis 
there  were  less  frequently  (18  per  cent.)  positive  reactions.  While 
the  glycocholate  is  preferable,  therefore,  to  lecithin,  Eritz  and  Kren  con- 
clude that  the  percentage  of  positive  results  is  far  too  great  in  tuber- 
culosis to  make  the  method  of  Porges  and  Meier  safe. 

The  severest  criticism  of  Porges  and  Meier's  method  is  found  in  the 
report  of  Eisler  (Wiener  Klin.  Wochenschrift,  1908,  Vol.  21,  page 
422)  who  noted  that  the  reaction  with  lecithin  could  be  obtained  with  a 
series  of  animals  which  did  not  give  the  Wassermann  reaction,  and 
that  the  lecithin  reaction  could  be  obtained  in  about  the  same  number 
of  cases  of  tuberculosis  as  in  syphilis. 

Porges  and  Meier,  however,  maintain  the  specificity  of  their  reaciton 
(Berlin.  Klin.  Wochenschrift,  1908,  Vol.  45,  page  731)  and  report 
that  in  100  cases  of  syphilis  they  obtained  parallel  results  (1)  with 
Wassermann's  method,  (2)  with  Wassermann's  method  modified  by 
the  use  of  lecithin  as  antigen,  and  (3)  with  their  simplified  method 
of  precipitation  with  lecithin. 

III.     THE  ROLE  OF  GLOBULIN-LIKE  PROTEINS  IN  THE  SERUM  REACTION 

OF  SYPHILIS. 

During  the  year,  an  exceedingly  important  paper  by  Elias,  Neu- 
bauer  and  Porges  (Wiener  Klin.  Wochenschrift,  1908,  No.  11)  showed 
conclusively  that  the  active  substance  precipitated  in  the  serum  of 
syphilitic  patients  belongs  to  the  globulin  group.  This  had  already  been 
surmised,  in  analogy  with  the  well  known  fact  that  most  antibodies 
formed  in  the  course  of  infections  are  essentially  globulin-like  in 
character.  Wassermann  and  his  followers  now  explain  the  reaction 
as  a  result  of  the  combination  of  the  globulin-like  element  in  the  blood 
of  the  syphilitic  with  a  lipoid  substance  which  acts  as  antigen.  This 
conclusion  was  reached  also  by  Hans  Much,  (Med.  Klinik,  1908, 
Nos.  28  and  29).  Much  denies  the  specificity  of  the  Wassermann  re- 
action, but  attributes  it  to  a  precipitation  of  a  colloidal  substance,  which 
takes  place  when  certain  lecithin-like  bodies  in  organic  extracts  come 
into  contact  with  the  globulins  of  the  serum.  These  globulins  in 
syphilis  (and  perhaps  in  certain  other  diseases)  possess  a  greater  ability, 
and  thus  are  subject  to  a  greater  degree  of  precipitation.  The  exact 
relation  between  the  complement-fixation  and  the  character  and  quantity 
of  the  globulin-like  substance  in  the  blood  of  syphilitics  is  therefore  a 
matter  which  has  attracted  the  attention  of  several  investigators.  In 
this  connection  may  be  mentioned  briefly  the  method  of  Klausner,  which 
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is  based  upon  the  assumption  that  there  is  increased  globulin  contents 
in  syphilitic  serums. 

Klausner's  Method. 

E.  Klausner  (Wiener  Klin.  Wochenschrift,  February  13,  1908,  page 
214)  published  a  preliminary  communication  in  which  he  showed  that 
he  could  obtain  a  reaction  with  distilled  water  when  mixed  with  the 
serum  of  syphilitic  patients.  He  found  in  fifty  examinations  in  both 
syphilitics  and  nonsyphilitics  that  distilled  water  gave  a  very  distinct 
precipitate  in  the  former  within  fifteen  hours.  Further  researches  were 
later  carried  on  and  confirmed  this  observation,  but  Klausner's  method 
has  not  been  found  trustworthy. 

Nobl  (loc.  cit.)  found  Klausner's  reaction  positive  in  55  out  of  100 
cases.  In  28  cases,  in  which  both  the  Klausner  and  the  Porges  method 
were  used  simultaneously,  the  latter  was  found  to  be  more  constant  in 
its  result.  In  a  latter  communication,  Klausner  (Wiener  Klin.  Wochen- 
schrift, March  12,  1908,)  reports  the  results  of  his  method  in  110 
syphilic  and  70  nonsyphilitic  patients.  The  serum  of  the  patient  was 
mixed  according  to  Klausner,  with  three  times  its  volume  of  distilled 
water.  A  precipitate  occurred  in  all  cases  with  chancres  and  with 
roseola,  as  well  as  in  all  cases  with  other  secondary  symptoms.  The  re- 
action was  positive  in  15  cases  out  of  18  with  gummatous  lesions.  It 
was  negative  in  6  out  of  15  cases  of  latent  syphilis. 

Klausner's  method  is  exceedingly  simple,  but  unfortunately  is  also 
the  least  trustworthy  of  the  methods  suggested  thus  far. 

The  Butyric  Acid  Method  of  Noguchi. 

Up  to  the  present  what  seems  to  be  the  most  satisfactory  accurate 
and  trustworthy  modification  of,  or  rather  substitute  for,  the  complicated 
Wassermann  reaction,  is  a  method  devised  by  Hideyo  Noguchi,  of  the 
Rockefeller  Institute  of  New  York.  The  results  of  Dr.  Noguchi's 
investigations  have  not  been  published  at  the  time  of  writing,  but  will 
appear  in  the  Journal  of  Experimental  Medicine  in  January,  1909. 
Through  the  kindness  of  Dr.  Noguchi,  I  am  able  to  give  a  brief  sum- 
mary of  his  results  and  an  account  of  his  technique  from  advance 
sheets  of  his  report.  I  have  had  the  privilege  also  of  observing  the 
results  of  this  method  in  several  cases  examined  by  Dr.  Noguchi,  and 
was  greatly  impressed  with  the  comparative  simplicity  and  practical 
value  of  his  test.  In  a  number  of  my  own  cases  and  in  several  cases 
referred  to  me  by  other  physicians,  I  have  also  used  Noguchi's  method 
and  have  found  it  to  be  convenient  of  execution  and  to  tally  well  with 
the  clinical  aspects  of  the  cases. 

Noguchi  bases  his  method  upon  the  fact  that  the  active  substances 
in  the  patient's  serum  which  enter  into  the  phenomena  of  the  Wasser- 
mann and  the  Porges-Meier  reactions  are  members  of  the  globulin 
group.    According  to  Elias,  Neubauer,  Porges  and  Salmon  (Wiener 
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Klin.  Wochenschrift,  1908,  page  748  and  841)  these  substances  are 
present  both  in  normal  and  syphilitic  sera,  differing  only  in  the  quanti- 
ties which  are  greater  in  the  latter  than  in  the  former.  No  quantita- 
tive estimation  of  the  serum  globulin  content  had  been  systematically 
made  previous  to  Noguchi's  work,  although  the  presence  of  certain  un- 
classified proteid  substances  had  been  repeatedly  shown  in  the  spinal  fluid 
of  general  paralytics  and  tametics,  long  before  the  Wassermann  reaction 
had  been  applied  (Wassermann  and  Plaut ;  Marie  and  Levaditi ;  Mor- 
genroth  and  Sterz).  Noguchi  examined  the  serum  of  35  cases  of 
syphilis  and  of  20  cases  of  other  diseases,  including  5  normal  indi- 
viduals, using  simultaneously  a  test  for  the  globulin  conrent  and  Wasstr- 
mann's  reaction. 

The  method  of  estimating  the  quantity  of  serum  globulins  in  these 
sera  consisted  in  weighing  the  precipitate  obtained  by  half-saturation  of 
the  sera  with  ammonium  sulphate.  This  was  done  by  mixing  one  part 
of  the  serum  with  nine  parts  of  a  half  saturated  solution  of  ammonium 
sulphate.  The  latter  was  prepared  by  first  making  a  saturated  solution 
of  ammonium  sulphate  at  37 0  C.  and  adding  an  equal  amount  of  dis- 
tilled water. 

The  precipitate  which  resulted  from  the  mixture  just  mentioned  was 
centrifuged  at  a  rate  of  5,000  revolutions  for  thirty  minutes,  the  clear, 
supernatant  fluid  poured  off,  the  residual  moisture  absorbed  with  soft 
filter  paper,  and  the  solid  parts  then  weighed  in  the  centrifuged  tube, 
whose  own  weight  had  been  previously  known. 

In  order  to  simplify  this  method  still  more  and  to  make  it  available 
for  the  practitioner,  avoiding  the  tedious  weighing  of  the  globulin  de- 
posit, Noguchi  devised  a  method  of  indirect  estimation  of  the  globulins 
by  precipitation  with  weak  solutions  of  acids.  The  following  is  the 
technique  which  he  recommends  for  this  purpose. 

Take  0.5  c.c.  of  serum  and  mix  it  with  4.5  c.c.  of  a  half-saturaed  solu- 
tion of  ammonium  sulphate  (prepared  as  above  described).  Centrifuge 
the  precipitate  for  thirty  minutes,  using  an  ordinary  laboratory  centri- 
fuge. The  rate  of  revolutions  should  be  as  high  as  possible,  but  it  is 
not  necessary  to  use  as  high  as  5,000.  It  is  sufficient  if  the  precipitate 
is  solid  enough  to  allow  decantation  of  the  supernatant  fluid.  After 
the  latter  has  been  poured  away,  the  deposit  of  globulins  is  mixed  with 
5  c.c.  of  a  0.9%  salt  solution.  This  disolves  the  deposit.  Take  one 
part  of  a  60%  butyric  acid  (Merck's  butyric  acid  comes  in  60% 
strength),  with  five  parts  of  a  0.9%  solution  of  sodium  chloride.  This 
makes  a  io^r  solution  of  absolutely  butyric  acid.  Of  this  solution  of 
butyric  acid,  mix  an  equal  volume  with  the  solution  of  globulins  de- 
posited in  the  centrifuge  tube.  Shake  the  mixture  well  and  allow  to 
stand  at  room  temperature.  Observe  the  tube  from  time  to  time.  If 
the  serum  is  normal  there  is  as  a  rule  no,  or  at  most  slight  opalescence, 
even  at  the  end  of  two  hours  from  the  time  of  acidification.  With 
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the  globulin  solution  from  syphilitic  serum,  which  gives  positive  Wasser- 
mann's  test,  a  dense  cloudiness  arises  in  the  mixture  promptly,  and  within 
30  minutes  or  a  little  later,  it  becomes  flocculent  and  finally  a  deposit 
in  the  bottom  of  the  test  tube  occurs. 

The  results  obtained  by  means  of  the  methods  of  globulin  estimation 
indicate  that  an  increase  in  the  globulin  content  is  paralleled  by  the 
positive  results  of  the  Wassermann  test.  The  indirect  globulin  method, 
however,  gives  slightly  higher  percentage  of  positive  results.  Among 
th  econtrol-patients,  the  sera  from  normal  individuals  and  from 
gonorrheal  patients  gave  invariably  negative  results.  Of  the  rest  of  the 
controls,  four  cases  showed  an  increase  of  globulin  and  also  reacted 
positively  to  the  Wassermann  test,  but  a  syphilitic  infection  could  not 
be  excluded  in  these  cases. 

Noguchi,  furthermore,  applied  a  similar  method  to  the  diagnosis  of 
cerebrospinal  fluids.  In  43  cases  of  general  paralysis  and  of  tabes  be 
obtained  100%  positive  results,  showing  that  there  is  a  closer  relation 
between  the  increase  of  leucocytes  and  that  of  globulins  than  between 
the  increase  of  globulins  and  the  positive  reaction  to  the  Wassermann 
test.  In  other  words,  the  results  obtained  by  cytological  diagnosis  and 
globulin  estimation  are  in  good  harmony,  while  the  Wassermann  reac- 
tion was  in  some  instances  absent,  although  the  globulin  was  increased. 
In  43  cases,  37  showed  positive  Wassermann  reactions.  In  two  of  forty 
control  cases,  where  the  globulin  tests  were  all  negative,  the  Wasser- 
mann reaction  was  faintly  positive. 


{To  be  continued.) 


A  STUDY  OF  329  CASES  OF  GONORRHEA  IN  THE 
MALE,  WITH  PARTICULAR  REFERENCE  TO 
THE  THERAPEUTIC  VALUE  OF  ARHOVIN. 

By  A.  L.  Wolbarst,  M.  D.,  New  York, 

Attending  Genitourinary  Surgeon,  Beth  Israel  Hospital  and  West  Side  German 
Dispensaries;  Professor  of  Genitourinary  Diseases,  New  York 
School  of  Clinical  Medicine. 

THIS  report  is  based  on  a  critical  study  of  329  cases 
of  acute  and  chronic  gonorrheal  urethritis  in  the 
male.  It  was  undertaken  with  the  sole  object  of 
determining  the  therapeutic  value  of  arhovin,  a  proprietary 
remedy  that  has  been  lauded  very  highly  in  the  German  medical 
literature  by  numerous  writers.  This  study  was  begun  rather  for 
the  purpose  of  comparing  personal  observations  with  those  of 
the  foreign  writers  than  with  any  hope  of  evolving  any  rad- 
ically new  ideas  on  the  subject  of  internal  medication  in  male 
gonorrhea,  for  the  writer  is  firmly  convinced  that  neither 
arhovin  nor  any  other  remedy  taken  internally,  is  capable  of 
curing  gonorrhea  without  local  treatment. 

Assuming  then  as  an  axiom,  that  local  treatment  is  sine  qua 
non  in  the  treatment  of  gonorrhea,  all  of  our  patients  received 
local  treatment  in  addition  to  the  arhovin  during  the  entire 
period  of  observation.  Our  results,  therefore,  must  be  consid- 
ered with  this  fact  in  mind,  namely,  that  the  arhovin  was  em- 
ployed as  an  adjuvant  to  the  local  treatment,  and  that  the  re- 
sults are  to  be  ascribed  to  the  combination  of  the  two,  and  not 
to  either  of  them  alone. 

The  foreign  observers  have  written  glowing  reports  concern- 
ing the  value  of  arhovin  in  the  treatment  of  gonorrhea.  Most 
of  them  ascribe  to  this  preparation  curative  powers  which  for 
rapidity  and  certainty  of  action,  would  seem  to  make  it  a  specific 
for  the  cure  of  gonorrhea.  Thus,  to  quote  from  a  few  of  the 
most  enthusiastic,  Knauth,  Surgeon  in  the  German  Army,  Sec- 
ond Train  Battalion,  states1  that  he  experimented  on  29 
patients  with  gonorrheal  disease,  1 1  acute  cases,  1 1  chronic  or 
subacute  cases,  and  7  cases  complicated  with  epididymitis.  The 

1"  A  Contribution  to  the  Internal  Use  of  Arhovin  in  Acute  and  Chronic 
Male  Gonorrhea"  (Muench.  Med.  Wochenschrift,  April  21,  1908). 
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patients  received  four  to  six  arhovin  capsules  daily,  were  kept 
in  bed  with  a  bland  diet,  and  were  given  local  ice*  applications. 
Under  this  regime  these  striking  results  were  noted:  "In  the 
most  acute  stages  the  disagreeable  and  at  times  distressing  symp- 
toms, as  urinary  tenesmus,  burning  urination,  painful  erections, 
were  influenced  extraordinarily  favorably.  They  usually  be- 
came milder  in  the  first  night  and  at  the  latest  disappeared 
definitively  after  the  third  day  in  the  hospital.  Not  only  did  the 
first  stormy  symptoms  pass  rapidly,  but  the  further  course  of 
the  process  was  also  almost  visibly  shortened.  The  average 
length  of  treatment  in  the  acute  case's  was  30  days;  and  in  five 
cases  cure  ensued  within  two  to  three  weeks.  All  acute  cases 
were  cured,  the  process  being  limited  to  the  anterior  portion  of 
the  urethra,  so  that  there  was  never  any  gonorrheal  epididymitis 
or  cystitis.  Thus  far  none  of  the  cases  have  relapsed."  The 
chronic  cases,  he  adds,  were  cured  in  40  days,  and  of  the  18 
treated  only  one  suffered  a  relapse.  He  concludes  in  these 
glowing  words:  "Since  I  have  treated  gonorrhea  by  this 
method  the  injection  syringe  has  wholly  disappeared  from  my 
division  and  I  trust  will  never  return." 

Schaeffer,  of  Giessen,  used  this  preparation  locally  as  well  as 
internally,  and  states2  that  acute  gonorrheal  urethritis  (an- 
terior) has  disappeared  in  three  weeks  under  this  combined 
method  of  treatment. 

Blum3  also  used  arhovin  locally  and  internally,  and  speaks 
very  highly  of  its  efficiency.  He  never  saw  any  untoward  gas- 
tric or  renal  results;  the  growth  of  the  gonococci  was  inhibited. 
Acute  symptoms  passed  off  quickly  and  painlessly,  and  even  ne- 
glected chronic  cases  were  often  cured  in  six  weeks. 

The  most  recent  of  these  highly  commendatory  reports  is 
the  one  by  Karl  Zingher.4  This  writer  used  arhovin  in  several 
hundred  cases,  and  reports  very  satisfactory  results.  Like  most 
of  the  other  observers,  he  too,  used  arhovin  locally  as  well  as 
internally,  having  employed  it  in  the  form  of  a  five  per  cent, 
solution  in  olive  oil,  injected  into  the  urethra. 

In  our  experiments,  we  treated  227  patients  at  the  West  Side 

2"  Newly  Recommended  Remedies,"  (Der  Prakt.  Arzt.,  July,  1908). 
3Therap.  Centralblatt,  September  28,  1908. 
4Wien.  Klin.    Rundschau,  November  8,  1908. 
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German  Dispensary  and  102  at  the  Beth  Israel  Hospital.  The 
period  of  observation  extended  from  May  1st  to  November 
30th,  1908, — seven  months.  Two  capsules  (4  grains  each) 
were  administered  three  or  four  times  daily,  after  meals.  This 
was  begun  immediately,  whether  the  case  was  acute  or  chronic, 
and  was  continued  as  long  as  the  patient  was  under  treatment. 
In  addition  to  the  arhovin,  following  the  regular  routine  in 
all  my  dispensary  work,  every  patient  was  given  the  ordinary 
rhubarb  and  soda  mixture, — a  teaspoonful  before  meals. 

Locally,  at  the  West  Side  German  Dispensary,  we  used 
nargol,  two  per  cent,  solution,  in  about  75  per  cent  of  the  cases; 
protargol,  \  to  1  per  cent  solution,  in  the  remainder.  At  Beth 
Israel,  we  used  protargol  exclusively.  The  results  at  both  in- 
stitutions differed  in  some  respects,  as  will  be  seen  by  a  careful 
examination  of  the  subjoined  figures,  but  in  the  main  they  were 
much  alike. 

The  patients  called  at  the  Clinic  three  times  weekly,  and  the 
anterior  cases  were  given  an  injection  of  the  solution  into  the 
urethra,  which  was  retained  for  ten  minutes.  In  addition  they 
injected  themselves  at  home  with  a  similar  solution,  twice  on 
clinic  days  and  three  times  on  other  days.  In  the  mild  pos- 
terior cases,  these  anterior  injections  were  continued  and  the 
posterior  urethra  was  let  alone, — with  surprisingly  good  results. 
If,  however,  the  symptoms  became  severe,  intravesical  irriga- 
tions were  substituted  for  the  injections  at  the  clinic,  and  the 
inje'ction  solution,  weakened  by  one-half,  was  continued  at 
home.  For  purposes  of  irrigation,  we  used  solutions  of  pro- 
targol 1-500,  nargol  1-300,  silver  nitrate  1-10,000  to  1-15,000. 
At  no  time  was  a  catheter  permitted  to  be  introduced  into  the 
urethra  or  bladder;  irrigations  were  made  with  the  large  Guyon 
syringe,  with  rubber  urethral  tip. 

In  the  chronic  cases,  the  prostate  and  vesicles  were  looked 
after  most  thoroughly,  and  strictures,  when  present,  were  given 
appropriate  treatment.  Prostatic  massage  and  urethral  dila- 
tion were  invariably  followed  by  an  intravesical  irrigation, 
preferably  of  silver  nitrate  1-10,000. 

The  227  cases  treated  at  the  West  Side  German  Dispensary 
were  thus  classified  on  arrival : — 
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Acute  anterior  (i  to  3  weeks)  74  cases  (32%) 

"       antero-posterior..  51  "  (23%) 

Subacute  anterior  (4  to  7  weeks)  11    "  (  5%) 

"       antero-posterior  15     "  (  7%) 


Chronic  (all  posterior)   (more  than  8  weeks).. 76    "  (33%) 

Classified  according  to  the  number  of  the  attack,  there  were 
102  first  attack,  (45%)  ;  76  second  attack,  (34%)  ;  49  third 
or  more  attack,  (21%). 

These  cases  presented  the  following  complications  on  arrival : 
phimosis  and  paraphimosis,  31,  of  which  15  required  incis'on 
and  5  complete  circumcision;  epididymitis  acute,  22,  of  which 
17  were  unilateral  and  5  bilateral;  acute  prostatitis,  severe,  36, 
of  which  3  culminated  in  abscess  formation;  subacute  20, 
chronic,  70;  acute  rheumatism  (arthritis)  2,  one  at  the  right 
ankle,  the  other  at  the  right  shoulder. 

During  the  period  of  treatment,  of  the  74  acute  anterior 
cases,  27  developed  posterior  symptoms  (36%),  but  none  of 
them  developed  complications  of  any  kind;  a  few  presented 
symptoms  of  severe  acute  prostatitis.  Of  the  51  antero- 
posterior cases,  4  developed  acute  epididymitis  (unilateral), 
two  of  the  patients  being  'longshoremen  and  two  truck  drivers, 
and  all  of  them  doing  heavy  work  while  under  treatment;  16 
developed  severe  acute  prostatitis,  but  none  underwent  sup- 
puration; no  arthritis  developed.  The  subacute  and  chronic 
cases  ran  a  usual,  uneventful  course,  without  complications  of 
any  kind. 

At  Beth  Israel  Hospital  we  treated  102  patients  in  this  series, 
classified  as  follows,  on  their  arrival: 

Acute  anterior   47  cases  (46%) 

"       antero-posterior   8  "  (  8%) 

Subacute  anterior    5  "  (  5%) 

antero-posterior   11  "  (11%) 

Chronic    (all   posterior)  31  "  (30%) 

Of  these  63  had  their  first  attack  (62r/r  ),  29  had  their  sec- 
ond attack  (29%),  and  10  had  their  third  or  more  attack 
(9%)- 

Complications  on  arrival:  —  Epididymitis  (acute  and 
chronic),  12,  of  which  10  were  unilateral  and  2  bilateral;  acute 
prostatitis,  severe,  21,  of  which  1  culminated  in  abscess;  sub- 
acute prostatitis  17,  chronic  prostatitis,  27;  arthritis,  none. 
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Under  treatment,  of  the  47  acute  anterior-cases,  12  developed 
posterior  symptoms  (25%),  but  none  developed  complications. 
Of  the  8  antero-posterior  cases,  1  developed  acute  epididymitis 
(unilateral)  and  4  gave  symptoms  of  acute  prostatitis;  no 
other  complications.  '  As  in  the  other  series,  the  subacute  and 
chronic  cases  ran  the  same  uneventful  course  without  untoward 
circumstances. 

In  passing,  it  is  interesting  to  compare  the  character  and 
extent  of  the  complications  presented  by  the  patients  at  these 
respective  institutions.  At  the  West  Side  German,  situated  in 
a  district  inhabited  largely  by  Irish  and  Negroes,  phimosis  and 
paraphimosis  were  common  complications;  so  was  balanitis. 
At  Beth  Israel,  situated  in  the  heart  of  a  great  Jewish  district, 
these  complications  were  absent,  owing  to  the  universal  observ- 
ance of  circumcision  as  a  religious  rite.  Generally  speaking, 
the  patients  at  the  West  Side  German  presented  infections  of  a 
far  more  severe  character  than  those  presented  by  those  at 
Beth  Israel,  as  is  evidenced  by  their  greater  percentage  of  acute 
posterior  infections,  and  likewise  by  the  larger  percentage  of 
recurrent  attacks  (see  table  annexed). 


WEST  SIDE  GERMAN     BETH  ISRAEL 

Acute  anterior  cases.  . 

32% 

46% 

"  antero-posterior 

cases  

23% 

8% 

Subacute  anterior 

5% 

5% 

"  antero-posterior. 

7% 

n% 

Chronic 

33% 

30% 

Number  of  attack:  ist 

attack  

45% 

62% 

2d 

34% 

29% 

3d 

or  more  

21  % 

9% 

This  difference  is  also 

noticeable  in 

a  comparison 

of  the  re- 

suits  of  treatment  at  both  institutions. 

In  both  series  of  cases,  the  usual  trouble  in  free  clinical  work 
was  encountered,  namely,  irregularity  and  uncertainty  of  at- 
tendance. Dispensary  patients,  as  a  rule,  come  for  treatment 
only  when  they  feel  ill,  and  stop  or  become  irregular  in  their 
visits,  as  soon  as  they  feel  better.  Fortunately,  however,  at 
both  of  these  services,  the  patients  were  unusually  regular  in 
their  attendance;  this  was  probably  due  to  the  period  of  financial 
depression,  when  most  of  them  were  out  of  work  and  had  plenty 
of  time  to  visit  the  clinics.  Nevertheless,  few  of  them  stayed 
long  enough  to  enable  us  to  speak  of  the  number  absolutely 
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''cured,"  and  the  duration  of  their  treatment.  Those  who  at- 
tended less  than  four  weeks  were  not  considered  in  this  study. 
The  average  period  of  attendance  in  the  acute  cases  was  about 
six  weeks,  and  in  the  chronic  cases  about  ten  weeks. 

To  attempt  to  determine  the  percentage  of  real  "cures"  as 
judged  by  the  microscope  and  culture  tube,  in  a  busy  dispensary 
service  with  an  unstable  attendance,  would  be  a  task  worthy  of 
a  Hercules  endowed  with  the  patience  of  Job.  To  both  of 
these  endowments  do  we  frankly  plead  not  guilty, — at  least  in 
dispensary  work;  hence,  we  cannot  speak  of  guaranteed  cures 
in  this  series.  I  considered  "cured"  those  patients  who,  after 
the  disappearance  of  pus  and  shreds  from  the  urine  and  the 
cessation  of  treatment  for  several  weeks,  met  these  conditions, 
viz.,  absence  of  subjective*  and  objective  symptoms,  clear  urine, 
prostate  and  vesicles  that  seemed  normal  to  the  finger  per  rec- 
tum, and  who'se  massaged  secretion  contained  no  pus  or  shreds. 
This  was  followed  by  the  usual  alcoholic  test,  after  which,  if 
no  symptoms  developed  they  were  sent  home  to  report  again  in 
a  month. 

Now  as  to  the  value  of  arhovin:  The  usefulness  of  any  in- 
ternal remedy  in  gonorrhea  is  to  be  found  in  the  manner  in 
which  it  affects  the  passage  of  the  urinary  stream,  relieves  the 
pain  of  the  inflammation,  limits  its  spread,  and  thus  lessens  the 
probability  of  complications;  likewise,  but  not  secondary  in  im- 
portance, is  its  effect  on  the  gastro-intestinal  tract  and  kidneys. 
Our  experience  with  arhovin  in  these  cases,  seems  to  point  con- 
clusively to  its  usefulness  in  meeting  these  conditions.  Under 
its  use,  in  doses  of  12  to  16  grains  per  day  as  an  adjuvant  to 
the  local  treatment  above  outlined,  we  have  seen  the  severe 
symptoms  lessened,  urinary  tenesmus  gradually  disappear,  fre- 
quency of  urination  diminished,  and  the  passage  of  urine  ren- 
dered less  painful.  Not  over  night  as  some  of  the  German  ob- 
servers report,  but  within  a  few  days  after  beginning  its  use. 
At  the  same  time  that  it  proved  itself  soothing  and  sedative  to 
the  urinary  tract,  it  was  at  no  time  irritant  to  the  intesinal  tract 
or  the  kidneys.  Not  a  single  patient  made  any  complaint  about 
the  preparation,  and  all  of  them  went  through  their  period  of 
treatment  with  practically  no  pain  or  discomfort.    The  com- 
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parative  absence  of  serious  complications  may  be  ascribed  to 
two  causes, — the  sedative  and  soothing  action  of  arhovin,  and 
the  weak  local  solutions  employed.  Both  of  these  tend  to  re- 
duce the  severity  of  the  inflammation,  and  to  a  proportionate 
degree  prevent  the  occurrence  of  complications.  The  ideal  re- 
quirement in  acute  gonorrhea,  is  not  a  gonococcide,  pure  and 
simple,  but  something  that  will  render  the  mucosa  a  poor 
culture  bed,  while  at  the  same  time  alleviating  the  irritation  co- 
incident to  the  inflammation.  These  combined  qualities  seem 
to  be  enjoyed  by  arhovin. 

In  speaking  thus  highly  of  arhovin,  I  do  not  wish  to  be  un- 
derstood as  endorsing  it  as  a  panacea  for  all  genito-urinary  ills, 
or  as  a  specific  for  gonorrhea.  I  do  not  believe  that  it  is 
either.  But  I  do  feel,  after  this  extensive  trial  of  the  prepara- 
tion, besides  its  use  in  private  practice,  that  it  is  an  excellent 
adjuvant  to  proper  local  treatment  in  gonorrhea,  soothing  and 
sedative  to  the  inflamed  mucosa, — nothing  more,  nor  less. 

As  to  its  use  in  general  work  about  the  bladder  and  ureters, 
the  following  report  from  Dr.  Leo  Buerger,  in  charge  of  the 
department  of  cystoscopy  at  the  West  Side  German  Dispensary, 
may  throw  some  light.  He  says:  "In  reply  to  your  query 
regarding  the  value  of  arhovin  in  cystoscopic  work,  I  wish  to 
say  that  I  have  given  it  as  a  matter  of  routine  in  some  200  ex- 
aminations of  the  bladder.  It  was  usually  ordered  in  conjunc- 
tion with  three  doses  of  quinin  sulfate,  grs.  v.,  and  I  am  happy 
to  say  that  I  have  never  seen  an  instance  of  cystitis  develop  after 
my  instrumentation.  What  role  the  arhovin  played  in  the 
prevention  of  cystitis  or  irritation  after  my  cystoscopies,  I  am 
not  prepared  to  say.    The  fact,  however,  is  striking." 

It  is  thus  apparent  that  the  field  of  usefulness  of  this  prepara- 
tion may  be  extended  beyond  the  treatment  of  gonorrhea ;  at 
any  rate,  we  may  sum  up  the  result  of  these  observations  briefly 
as  follows :  Arhovin  is  undoubtedly  soothing  and  sedative  to 
the  urethral  mucosa  when  taken  internally;  in  gonorrhea  it  is 
a  valuable  adjuvant  to  local  treatment,  rendering  the  urine 
bland  and  non-irritating  and  exerting  a  sedative  influence 
throughout  the  disease;  in  cystoscopy  and  in  general  work 
about  the  bladder,  it  seems  to  be  antiseptic  as  well  as  soothing 
and  sedative. 

105  East  Nineteenth  Street. 


GLASS  DRAINAGE  TUBES  IN  PROSTATIC 
SURGERY. 


By  Follen  Cabot,  M.  D.,  New  York. 

THE  problem    of  drainage  in   surgery  of  the  prostate 
is  a  very  important  one.    Many  methods  of  drain- 
ing the  bladder  after  prostatectomy  have  been  em- 
ployed. 

I  have  never  been  satisfied  with  rubber  drainage  tubes. 
They  are  difficult  to  keep  in  place,  and  are  generally,  to  my 
mind,  unsatisfactory.  The  more  closely  we  can  observe  pros- 
tatic cases  the  better;  therefore,  it  occurred  to  me  that  glass 
could  be  used  to  great  advantage  for  this  purpose.  The  tube 
I  am  about  to  describe  is  one  made  for  me  by  Tieman  &  Co. 
I  here  refer  to  tubes  for  use  in  suprapubic  work. 

The  tube  is  a  double  current  glass  tube  of  about  35  French 
scale  bent  at  a  right  angle.  The  bladder  end  is  about  four 
inches  long  and  has  a  large  eye  near  the  end.  Running  up 
from  the  eye  on  the  outside  is  a  small  glass  tube  made  as  a 
part  of  the  large  one.  This  follows  the  large  tube  straight 
up,  and  does  not  curve.  It  projects  an  inch  or  trifle  more 
above  the  right  angle  turn.  The  outer  part  of  larger  tube  is 
i\  inches  long,  and  points  towards  the  patient's  pubic  region. 
This  double  flow  tube  may  be  held  in  place  by  adhesive  plaster 
or  bandage  with  hole  cut  for  entrance  of  small  tube. 

On  each  outlet  we  place  rubber  tubing,  and  if  we  desire  it,  can 
have  a  constant  flow  of  solution  in  at  small  tubes,  out  at  large 
one.  The  flow  can  be  closely  watched  and  the  tube  is  always 
clean  and  held  in  place.  The  distance  it  projects  into  the  blad- 
der may  be  increased  or  reduced  by  padding  of  gauze  under 
external  arm  of  tube. 

It  is  well  to  have  two  or  three  sizes  of  these  tubes. 

In  the  two  steps  operation,  preliminary  cystotomy  and 
secondary  prostatectomy,  we  can  very  easily  find  the  best  posi- 
tion for  the  tube  after  the  cystotomy  and  continue  it  after  the 
prostatectomy. 

I  have  used  these  tubes  in  several  cases,  and  they  have  been 
very  much  more  satisfactory  than  any  I  have  ever  tried  before. 

71 


I  A    A    EDITORIAL    a  A 


SYMPTOMATOLOGY  AND  TREATMENT  OF 
FILARIASIS. 

CHYLURIA  is  probably  the  most  common  and  by  far  the  most 
striking  in  the  symptomatology  of  filariasis.  When  associated 
with  hemorrhage,  it  is  termed  hematichyluria.  It  is  the  result 
of  the  rupture  in  the  dilated  lymphatics  into  some  portion  of  the 
urogential  system  which  permits  the  lymph  and  urine  to  become 
mixed.  The  onset  is  very  prone  to  be  sudden  and  not  infre- 
quently is  the  first  evidence  of  any  disturbance.  Bodily  or 
mental  exercise  are  not  uncommon  factors  in  the  production  of 
an  attack.  More  or  less  abdominal  pain  or  pain  in  the  pelvis, 
back,  thighs  or  iliac  region  may  precede  or  accompany  an 
attack  of  chyluria,  this  being  the  result  of  dilatation  of  the  ab- 
dominal or  pelvic  lymphatics,  and  such  dilatations  may  be  very 
marked. 

Under  these  circumstances  the  urine  is  characteristic,  present- 
ing different  appearances  on  different  days  and  also  varies  at 
times  on  the  same  day.  More  chyle  is  evident  during  diges- 
tion and  in  the  latter  part  of  the  day  than  in  the  morning  urine. 
Lymph  coagulation  in  the  bladder,  resulting  in  retention,  is  a 
common  symptom.  The  urine  is  acid,  albumin  is  always 
present,  while  the  sediment  contains  leucocytes,  red  blood  cor- 
puscles and  occasionally  the  embryo  of  the  filaria.  The  pinkish 
or  red  hue  of  the  urine  is  naturally  due  to  the  presence  of 
blood. 

The  condition  may  be  permanent  or  intermittent,  and  may 
be  present  for  quite  a  lengthy  period  without  causing  any  evi- 
dent change  in  health.  Chvluria  may  be  produced  by  a  rup- 
ture of  a  lymphatic  vessel  during  labor  or  while  at  exercise.  It 
may  disappear  temporarily,  but  is  practically  certain  to  recur. 

In  these  conditions  the  varix  is  beyond  reach  and  probably 
extensive,  and  for  this  reason,  surgical  interference  is  out  of 
the  question.  The  pain  is  best  relieved  by  rest,  while  all  fatty 
articles  of  diet  should  be  restricted  and  free  movement  of  the 
bowels  should  be  maintained. 
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Up  to  the  present  time  no  drug  has  been  found  effective  upon 
the  parent  worm.  Dr.  R.  F.  O'Neil  of  Boston  employed 
hypodermic  injections  of  i  cc.  of  15%  solution  of  Atoxyl,  a 
treatment  which  has  been  recently  resorted  to  with  more  or  less 
success  in  the  treatment  of  trypanosomiasis,  and,  although  the 
patient  submitted  to  it  fairly  regularly  for  about  six  weeks, 
no  apparent  improvement  was  noticed. 

In  some  of  the  localized  lesions  of  this  affection,  operative 
interference  has  given  excellent  results,  but,  unfortunately,  in 
many  instances,  surgery  is  of  no  use  because  of  the  deep  seat 
of  the  obstruction. 

The  prognosis  is  not  unfavorable,  because  the  disease  not  in- 
frequently runs  a  long  and  mild  course,  death  frequently  being 
due  to  some  intercurrent  affection. 

Filiariasis  can  only  be  contracted  by  an  intermediate  host, 
namely  the  female  of  the  culex  fatigans,  which  is  a  certain 
species  of  mosquito.  The  embryo  undergoes  certain  changes  in 
its  temporary  host,  these  requiring  from  sixteen  to  twenty  days, 
after  which  lapse  of  time  it  is  in  proper  condition  to  invade  its 
permanent  host.  The  embryo  can  live  in  water  for  a  few 
days  and,  therefore,  prophylaxsis  should  consist  in  the  destruc- 
tion of  the  breeding  places  qf  mosquitoes. 

The  embryos  found  in  the  peripheral  circulation  do  not  ap- 
parently produce  any  bad  results,  and,  as  is  well-known,  they 
are  found  here  only  during  the  hours  of  sleep. 

Under  a  low  power  in  a  fresh  specimen,  the  embryo  appears 
in  the  form  of  a  small,  white,  transparent,  structureless,  snake- 
like worm,  measuring  about  1  - 1 8th  of  an  inch,  with  a  rounded, 
cephalic  extremity  and  a  delicately  tapering  pointed  tail.  Al- 
though they  are  in  continual  motion,  their  power  of  progres- 
sion is  feeble.  They  coil  and  uncoil  with  great  rapidity  and 
also  have  a  snake-like  motion. 

C.  G.  C. 
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Malignant  Syphilis — Rost,  Staff  Surgeon  of  the  Ger- 
man Navy  (Dermatologische  Zeitschrift,  June,  1908),  re- 
ports six  cases  of  malignant  syphilis.  He  quotes  Bassereau, 
who  laid  down  the  law  that  the  more  severe  the  chancre,  the 
more  severe  the  course  of  syphilis.  There  is  no  question 
but  that  this  law  does  not  apply  in  the  cases,  yet  a  phagedenic 
change  in  the  chancre  is  frequently  seen  in  cases  of  malignant 
syphilis.  Of  the  six  cases,  only  one  showed  a  phagedenic 
chancre,  and  this  case  happened  to  be  the  most  severe  one. 
Yet,  phagedenic  chancres  are  often  seen  in  normal  forms  of 
syphilis  and  Fournier  was  right  when  he  said  that  the  benign 
character  of  the  initial  symptoms  did  not  offer  any  guarantee 
for  a  benign  course  in  the  later  stages.  The  period  of  incu- 
bation may,  however,  give  some  clue  as  to  the  malignancy 
of  the  disease  in  different  individuals.  A  short  period  of 
incubation  and  a  short  period  between  the  appearance  of 
the  primary  and  the  secondary  signs  may  be  regarded  as  an 
indication  of  a  malignant  case.  The  malignant  features 
may,  however,  develop  late.  In  most  cases,  malignant 
syphilis  shows  itself  at  the  time  of  the  secondaries,  when  a 
papular  or  papulopustular  rash  is  seen  instead  of  the  ordi- 
nary roseola.  Some  cases  may  be  mistaken  for  acne  or  for 
smallpox.  Strange  to  say,  the  spirochetae  are  not  usually 
found  in  the  ulcerous  cases  of  syphilitic  secondaries  in  these 
maglignant  cases.  Jadassohn  has  correctly  characterized 
this  peculiarity  of  malignant  syphilis  by  saying  that  the  more 
malignant  the  case,  the  more  difficult  is  the  demonstration 
of  spirochetae.  Another  point  in  the  cases  reported  was  the 
absence  of  condylomata.  Furthermore,  there  was  a  dis- 
proportion between  the  extent  of  the  skin  lesions  and  the 
lesions  of  the  mucous  membranes.  The  latter  were  but 
slightly  affected  in  comparison  to  the  skin.  Headache,  pains 
in  the  bones,  fever,  emaciation  and  anemia  are  much  more 
intense  in  malignant  cases  than  in  the  normal  type.  This 
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is  due  to  the  intensity  of  the  intoxication.  The  anemia  oc- 
curs early  and  the  hemoglobin  may  be  diminished  to  60%. 
There  seems  to  be  no  special  predisposing  cause  to  malignant 
syphilis.  So  far  as  treatment  is  concerned,  the  most  effec- 
tive method  is  the  injection  of  calomel,  1  part  in  10  parts  of 
oil  of  almonds,  intramuscularly.  Iodides  should  also  be 
given  in  increasing  doses. 

4    4  4 

The  Treatment  of  Gonorrhoeae  Epididymitis  by 
Means  of  Puncture — Carl  Schindler,  of  Berlin  (Derma- 
tologische  Zeitschrift,  June,  1908),  claims  to  be  able  to  cure 
gonorrheal  epididymitis  very  rapidly  by  means  of  puncture. 
Puncture  does  not  always  act  by  evacuating  the  pus,  because 
the  instrument  does  not  always  bring  out  pus.  Still,  the 
pain  and  other  symptoms  are  relieved  even  without  the 
evacuation  of  gonorrheal  pus.  The  author  thinks  that  the 
effect  of  the  treatment  lies  in  the  relief  of  pressure,  which 
is  secured  by  the  puncture.  The  treatment  is  given  in  the 
office  or  at  the  patient's  house.  A  rather  large  hypodermic 
needle,  such  as  is  used  for  the  injection  of  insoluble  mercury 
preparations,  is  employed.  The  needle  should  be  boiled  and 
the  swollen  epididymis  punctured,  usually  at  a  single  point. 
The  puncture  may  be  repeated  on  the  following  day  if  the 
pain  and  fever  do  not  disappear  within  twenty-four  hours. 
The  treatment  shortens  the  attack,  so  that  patients  can,  for 
example,  ride  a  horse  within  three  or  four  days.  Occasion- 
ally there  is  some  hemorrhage,  and  in  one  case  there  was  a 
hematoma,  but  this  is  avoided  by  clamping  the  vessel,  if  it 
should  be  found  to  have  been  injured  during  the  operation. 

4    4  4 

Transverse  Ridges  in  the  Nails  in  a  Case  of 
Gonorrheal  Rheumatism — Arthur  Jordan,  of  Moscow 
{Dermatologische  Zeitschrift,  June,  1908),  reports  the  case 
of  a  peasant  woman,  aged  thirty-two,  who  developed  gonor- 
rheal rheumatism,  and  who  showed  a  distinct  transverse 
furrow  across  her  finger  nails.  In  addition,  the  nails  were 
dark  brown  in  color.  This  transverse  furrow  was  present 
only  on  the  right  hand,  while  the  left  was  perfectly  normal. 
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The  rheumatism  affected  the  right  wrist  and  produced  an 
ankylosis  of  that  joint.  A  gonorrheal  urethritis  was  found 
on  examination.  This  transverse  furrowing  of  the  nails  is 
extremely  rare. 

4    4  4 

Atoxyl  in  Syphilis — Welander,  of  Stockholm,  contri- 
butes an  article  on  this  subject  to  the  Archiv.  fur  Derma- 
tologie  und  Syphilis,  No.  I,  1908.  He  employed  atoxyl  in- 
jections in  doses  of  0.4  to  0.75  grammes,  every  other  day, 
in  eighteen  cases.  He  believes  that  no  decomposition  of 
atoxyl  takes  place  in  the  body,  and  that  it  is  eliminated  as 
such.  It  is  atoxyl  itself  which  has  an  effect  upon  syphilis 
and  not  the  arsenic  which  it  contains.  In  eight  cases,  atoxyl 
removed  the  secondaries,  and  in  three,  the  tertiary  symp- 
toms, while  in  the  other  cases,  it  did  not  seem  to  produce 
any  effect,  although  the  author  admits  that  the  doses  may 
have  been  too  small. 

4    4  4 

The  Present  Status  of  the  Pathology  and  Treat- 
ment of  Syphilis — Professor  Neisser,  of  Breslau,  read  a 
report  on  this  subject  before  the  Twenty-fifth  Congress  for 
Internal  Medicine,  recently  held  at  Vienna.  The  author 
feels  certain  that  the  spirocheta  is  really  the  causative  agent 
of  syphilis.  The  fact  that  the  disease  can  now  be  inoculated 
to  monkeys  is  of  great  significance.  He  has  been  able  to 
produce  general  syphilitic  infection  even  in  the  lower  forms 
of  monkeys  during  his  recent  expedition  to  Batavia.  Was- 
sermann's  method  of  serum  diagnosis  constitutes  one  of  the 
most  important  discoveries  in  our  present  knowledge  of 
syphilis.  He  has  been  able  to  make  diagnoses  in  doubtful 
cases  with  the  aid  of  this  method,  but  emphasizes  that  a 
negative  result  is  not  conclusive  if  only  a  single  examination 
is  made. 

He  reported  some  interesting  experiments  with  excision 
of  chancres  in  monkeys.  In  some  of  the  lower  monkeys  he 
succeeded  in  avoiding  general  infection  by  the  removal  of 
the  chancre,  eighteen  days  after  inoculation.    In  man  there 
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seems  to  be  a  much  more  rapid  generalization  of  the  disease. 
The  author  emphasized  the  need  of  early  treatment  and  of 
control  of  the  treatment  with  the  serum  reaction.  He  found 
spirochetae  in  tertiary  lesions,  although  during  the  tertiary 
stage  the  danger  of  infection  is  not  so  great.  An  important 
point  is  the  question  of  marriage.  When  the  serum  reaction 
is  positive,  it  is  supposed  that  there  is  a  focus  of  syphilis 
present  somewhere  in  the  body.  This  focus,  however,  may 
be  encapsulated,  for  it  is  known  that  patients  with  a  history 
of  syphilis  and  with  a  positive  serum  reaction  have  borne 
healthy  children.  Atoxyl  seems  to  be  more  efficient  in  ani- 
mals than  in  man,  perhaps  because  larger  doses  can  be  toler- 
ated by  animals.  Neisser  recommends  actetaoxyl  which  is 
less  poisonous  than  atoxyl. 

4    4  4 

Appliance  for  Compressing  the  Urethra — F.  Zacco, 
of  Turin  (Annates  des  Maladies  des  Organes  Genito-urin- 
aires,  No.  8,  1908),  has  invented  a  new  appliance  from  com- 
pressing the  end  of  the  penis  after  filling  the  urethra  with 
injected  fluid  which  has  to  be  retained  for  some  time.  This 
consists  of  a  clamp,  10  cm.  long,  with  bent  flat,  spring  blades, 
which  can  be  brought  together  by  means  of  a  screw.  The 
lower  blade  is  so  formed  that  it  does  not  press  upon  the 
entire  glands,  but  only  upon  the  urethra.  The  little  instru- 
ment is  manufactured  by  an  instrument  maker  in  Turin. 

4    4  4 

The  Bladder  in  Tabes — J.  Bentley  Squier  (N.  Y.  Med. 
Journ.  May  30,  1908)  reminds  us  that  bladder  symptoms 
are  present  in  80%  of  patients  with  locomotor  ataxia.  It  is 
not  uncommon  for  a  genito-urinary  surgeon  to  have  a  case  of 
tabes  brought  to  him  when  only  a  bladder  or  prostatic  lesion 
has  been  suspected.  The  author  recently  saw  a  patient  in 
whom  prostatectomy  was  performed,  and  only  after  the 
operation,  was  it  discovered  that  the  patient  had  locomotor 
ataxia.  In  two  cases,  the  author  saw  calculi  in  the  bladders 
of  patients  who  had  been  believed  to  be  tabetic  because  they 
had  had  shooting  pains  in  the  legs.    The  calculi  were  re- 
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moved  and  all  symptoms  disappeared.  In  treating  bladder 
complications  in  tabes,  it  is  important  to  keep  the  bladder 
sterile  and  re-educate  its  lost  function.  This  is  carried  out 
as  follows: 

After  urination  a  catheter  should  be  passed,  the  residual 
urine,  if  present,  drawn,  and  a  measured  quantity  of  a  mildly 
irritating  fluid  (silver  nitrate,  i  in  1,000)  injected  into  the 
bladder,  and  the  patient  required  then  to  make  efforts  to 
void  it.  He  should  be  taught  the  value  of  making  his  efforts 
of  urination  at  stated  times,  and  always  to  try  to  evacuate  the 
bladder  to  the  last  drop.  Sometimes  a  stronger  solution 
of  silver  (grain  i  or  2  to  the  ounce)  may  be  instilled  into 
the  prostatic  urethra  with  beneficial  results.  It  will  excite 
a  condition  of  mild  vesical  tenesmus,  thereby  stimulating 
the  contractile  power  of  the  bladder.  The  vesical  spasm  of 
tabes  is  best  relieved  by  the  passage  of  a  cold  sound.  If 
it  becomes  necessary  to  put  the  patient  on  catheter  life  no 
detail  in  his  instruction  in  sterile  catheterization  should  be 
overlooked,  as  upon  this  may  depend  the  extent  of  his  lease 
of  life 

4    4  4 

A  Piece  of  Catheter  Retained  in  the  Bladder 
and  Voided  Spontaneously — W.  S.  Reynolds  {Medical 
Record,  May  2,  1908)  reports  a  case  in  which  a  piece  of 
soft  rubber  catheter  had  been  retained  in  the  bladder,  giving 
rise  to  frequency  of  urination  and  shreds  and  pus  in  the 
urine,  and  was  finally  passed  by  the  patient  spontaneously. 
The  piece  measured  two  and  a  quarter  inches,  and  was  of 
the  size  known  as  16  F.  Other  such  cases  have  been  re- 
ported, and  this  instance  teaches  a  lesson  to  the  effect  that 
we  should  always  test  catheters  thoroughly  before  intro- 
ducing them,  especially  if  they  had  not  been  in  constant  use 
previously.  It  is  known  that  catheters  may  break  off  and 
remain  in  the  bladder  or  the  urethra,  although  the  instru- 
ments had  been  apparently  sound  before  introduction.  The 
treatment  in  such  cases  ordinarily  would  consist  in  the  re- 
moval of  the  catheter  from  the  urethra  by  pushing  it  outward 
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from  behind  with  the  fingers  outside  of  the  canal,  the  latter 
being  filled  with  oil.  If  this  fails,  the  instrument  should  be 
removed  by  means  of  forceps  through  the  endoscopic  tube. 
This  is  usually  easily  done.  When  the  catheter  has  pene- 
trated into  the  bladder  and  has  remained  there,  it  may  be 
seen  with  the  cystoscope  and  grasped  with  the  forceps  pro- 
vided with  the  operating  variety  of  this  instrument.  This, 
however,  in  the  author's  experience,  is  very  difficult  to  do. 
A  better  way  is  to  perform  perineal  section  and  to  remove 
the  catheter  directly. 

4    4  4 

Experimental  Study  of  Spirocheta  Pallida — 
Krzysztalowicz  and  Siedlecki  (Bulletin  de  I' Academie  des 
Sciences  de  Cracovie,  March,  1908),  present  a  very  com- 
plete study  of  the  spirocheta  in  syphilis.  They  found  that 
when  a  chancre  was  not  treated,  the  number  of  spirocheta 
remained  about  the  same  for  a  certain  time.  When  the 
sore  begins  to  soften  or  ulcerate,  the  number  of  parasites 
gradually  diminish.  In  one  indurated  chancre  of  the  lip,  the 
first  examination  was  made  ten  days  after  the  sore  appeared, 
and  subsequent  examinations  were  made  every  two  or  three 
days  for  twenty  days.  During  the  first  fifteen  days,  the  num- 
ber of  parasites  remained  the  same.  On  the  seventeenth 
day,  a  small  number  was  found  with  difficulty,  while  on  the 
twentieth  day  no  parasites  were  found  on  several  slides. 
The  authors  found  also  that  deep  infected  chancres  gave  an 
abundant  fluid,  rich  in  microbes,  but  very  poor  in  spirochetae. 
On  the  other  hand,  superficial  chancres,  with  scarcely  any 
exudate,  frequently  gave  a  large  number  of  parasites.  The 
seat  of  the  lesion  did  not  seem  to  have  anything  to  do  with 
the  number  of  parasites,  but  local  treatment  with  antiseptics 
rapidly  diminished  their  number.  If  the  use  of  antiseptics 
(bichloride  solution)  was  stopped  and  boiled  water  sub- 
stituted, the  parasites  again  increased. 

In  recent  chancres,  the  spirochetae  were  usually  regular 
spirals,  arranged  in  straight  lines.  As  the  lesion  grew  older, 
the  spirals  became  bent,  arched  or  kinked,  and  the  length  of 
the  parasites  became  variable.    In  the  older  lesions,  the  spiral 
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was  apparently  stretched  to  a  straight  line  in  at  least  a  part  of 
its  length.  The  authors  inoculated  syphilitic  secretions  from 
chancres  containing  spirochetae  to  eleven  monkeys  and  ob- 
tained positive  reactions  in  six  of  these  animals.  The  period 
of  incubation  varied  from  nineteen  to  twenty-three  days. 
The  method  of  staining  which  the  authors  used,  consisted 
of  exposing  the  clean  slides  to  the  action  of  osmic  acid  vapors 
for  two  or  three  minutes,  then  spreading  the  secretion  on 
the  slide  to  be  examined  and  again  exposing  the  smear  for 
one  or  two  minutes  to  the  osmic  acid.  After  drying  in  the 
air,  the  film  was  stained  in  one  drop  of  Giemsa's  solution, 
diluted  with  i  cc.  of  water  for  several  hours.  Then  it  was 
washed  with  distilled  water  and  decolorized  with  a  25% 
solution  of  tannin,  and  again  washed  in  water.  This  de- 
colorization  in  tannin  cleans  the  film  and  removes  the  excess 
of  precipitated  dye,  at  the  same  time  fixing  the  dye  in  the 
spirocheta  alone.  The  straight  and  elongated  extremities, 
which  some  consider  to  be  flagellae,  are  in  reality  prolonga- 
tions of  the  body  of  the  parasite.  The  spaces  which  have 
been  described  in  the  bodies  of  spirochetae  are  either  spaces 
between  two  organisms  or  places  where  the  shell  of  the  germ 
has  apparently  been  fractured.  This  shows  that  the  body  of 
the  parasite  is  composed  of  two  substances,  the  one  which 
stains  deeply  and  surrounds  the  whole  organism,  the  other 
which  is  enclosed  in  this  envelope  or  shell.  The  latter  is 
probably  rigid  because  it  preserves  the  contour  of  the  body. 
The  clear  spaces  are  the  non-staining  portions  of  the  nuclear 
substance.  Reproduction,  according  to  the  authors,  takes 
place  in  spirochetae  usually  by  longitudinal  division,  which 
commences  with  a  bifurcation  of  one  of  the  extremities.  At 
one  stage  of  its  life,  the  parasite  may  also  divide  by  transverse 
division,  forming  two  short  individuals.  According  to  the 
authors,  the  short  organisms  are  the  males  (microgametes) , 
while  the  long  forms  resulting  from  longitudinal  division  are 
of  the  opposite  sex.  The  spirochetae  are  not  bacteria,  but 
protozoa  (animals),  because  they  are  capable  of  motion,  of 
contraction,  and  of  modifying  their  form  and  structure  quite 
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differently  from  bacteria;  because  they  reproduce  by  longi- 
tudinal division  and  do  not  multiply  by  spores  as  do  bacteria. 
Finally,  the  chemical  reactions  of  the  spirocheta  and  its  solu- 
bility also  favor  the  theory  that  it  is  a  protozoon. 

£    £  4 

Contribution  to  the  Abortive  Treatment  of  Gon- 
orrheal Urethritis — Regenspurger  {Med.  Klin.,  1908, 
No.  8),  recommends  solutions  of  novargan  in  increasing 
strengths  (beginning  with  5%  in  glycerine)  as  abortive 
treatment  in  acute  gonorrhea.  He  reports  seventy-eight 
cures  out  of  150  cases,  with  only  thirteen  cases  showing  com- 
plications, the  duration  of  treatment  having  been  from 
eight  to  twenty  days.  The  patient  was  asked  to  urinate, 
the  anterior  urethra  was  irrigated  with  distilled  water,  and 
from  8  to  1 2  c.  c.  of  the  5  %  novargan  solution  were  in- 
jected and  allowed  to  remain  in  the  urethra  for  from  five 
to  fifteen  minutes.  After  twenty-four  hours,  a  second  in- 
jection was  made  with  a  10%  solution.  In  some  cases  a 
15%  solution  was  used.  In  addition  the  patient  was  given 
internally  from  fifteen  to  twenty  drops  of  sandalwood  oil, 
or  from  four  to  six  capsules  of  gonosan  daily.  The  treat- 
ment should  be  begun  not  later  than  eight  days  after  the 
infection.  Cases  with  complications  are  not  suited  to  this 
treatment. 

4    4  4 

Cases  of  Fatal  Mercury  Poisoning — W.  Bartsch,  of 
Breslau  (Therap.  Monatsh.,  May,  1908),  reports  several 
cases  of  mercury  poisoning,  which  resulted  fatally:  (1)  A 
young  woman  of  twenty-three  had  been  getting  injections 
of  salicylate  of  mercury  in  a  10%  suspension  in  vasenol,  the 
total  amount  of  mercury  salicylate  given  her  within  five 
weeks  having  been  1.15  grams.  The  patient  was  discharged 
suffering  with  a  vaginitis,  but  was  admitted  again  after  about 
two  weeks  with  a  necrosis  of  the  vagina  and  vulva  and  with 
a  diarrhea.  She  died  fourteen  days  later.  The  autopsy 
showed  ulcerated  colitis,  parenchymatous  nephritis,  and 
myocarditis.     (2)  A  young  woman,  aged  twenty-four,  had 
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received  four  injections  of  mercuric  salicylate  and  developed 
diarrhea  and  fever.  Two  weeks  later  she  died,  and  at 
autopsy  there  were  found  fatty  degeneration  of  the  heart  and 
the  aorta,  parenchymatous  nephritis,  necrotic  mercurial  colitis 
and  erosions  in  the  stomach.  (3)  A  woman,  aged  forty, 
was  given  injections  of  10%  calomel  in  vasenol — in  all  0.7 
gram  of  calomel.  After  the  fourth  injection,  she  showed 
diarrhea,  which  ceased  when  opium  was  given.  The  patient 
died  suddenly,  and  at  autopsy,  she  was  found  suffering  from 
mercurial  colitis  and  intestinal  hemorrhages.  (4)  A  man, 
aged  fifty-seven,  was  treated  with  injections  of  calomel  in 
vasenol.  After  0.35  gram  of  calomel  had  been  used,  diar- 
rheas appeared,  and  the  patient  died  after  two  weeks.  At 
autopsy,  degeneration  of  the  heart  and  mercurial  colitis, 
togther  with  atrophy  of  the  kidneys  were  found.  In  all  four 
cases  there  were  persistent  bloody  diarrheas,  which  did  not 
yield  to  opium  or  astringents.  These  sudden  diarrheas 
were  the  first  signs  of  poisoning.  In  none  of  the  cases  was 
there  a  mercurial  eruption. 

■i    £  4 

Thermometer  in  the  Bladder  of  a  Woman — F. 
reneaud  and  R.  Driout,  of  Nancy  (Annals  des  Maladies 
des  Organes  Genito-urinaires ,  1908,  No.  9),  report  the  case 
of  a  woman  thirty-five  years  old,  who  had  tried  to  take  her 
own  temperature  and  had  introduced  a  thermometer  into 
the  urethra.  She  fell  asleep  and  when  she  awoke  the  instru- 
ment had  slipped  into  the  bladder.  Cystoscopy  was  per- 
formed and  a  blunt  hook  provided  with  a  silk  loop  was 
introduced  through  the  instrument.  The  end  of  the  ther- 
mometer was  seized  with  the  loop  and  was  removed  after 
dilating  the  bladder  with  air.  The  cystoscope  of  Luys,  a 
direct  vision  instrument,  was  used  in  this  case,  and  is  recom- 
mended by  the  authors  in  the  removal  of  foreign  bodies  from 
the  bladder. 
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Diseases  of  the  Genito-Urinary  Organs  and  the 
Kidneys.  By  Robert  H.  Greene,  M.D.,  Professor  of  genito- 
urinary surgery  at  the  Fordham  University,  New  York;  and 
Harlow  Brooks,  M.  D.,  Assistant  professor  of  clinical  medi- 
cine, University  and  Bellevue  Hospital  Medical  School. 
Second  revised  edition.  605  pages,  profusely  illustrated. 
Philadelphia  and  London:  W.  B.  Saunders  Company,  1908. 
Cloth,  $5.00  net;  half  Morocco,  $6.50  net. 

Just  a  year  ago  this  month  we  had  the  pleasure  of  reviewing 
the  first  edition  of  Greene-Brooks'  Diseases  of  the  Genito- 
Urinary  Organs,  and  our  opinion  then  expressed,  that  "the 
authors  have  succeeded  in  producing  a  really  valuable  treatise," 
has  apparently  been  shared  by  the  profession  at  large,  for  in 
the  space  of  one  year  another  edition  has  become  necessary. 
This  edition  has  been  thoroughly  revised  and  enlarged  by  about 
70  pages,  and  will,  we  have  no  doubt,  answer  its  purpose  in 
still  greater  measure.  We  recommend  it  unqualifiedly  to  both 
the  specialist  and  the  general  practitioner. 

A  Text-Book  of  Genito-Urinary  Diseases,  Including 
Functional  Sexual  Disorders  in  Man.  By  Prof.  Leopold 
Casper  of  the  University  of  Berlin.  Translated  and  edited 
with  additions  by  C.  W.  Bonney,  M.  D.  Second  edition, 
revised  and  enlarged.  Profusely  illustrated.  Price,  cloth, 
$5.00.    P.  Blakiston's  Sons  &  Co.,  Philadelphia,  1909. 

The  standing  of  Professor  Casper,  an  original  article  from 
whose  pen  appeared  in  the  last  issue  of  the  American  Journal 
of  Urology,  (the  printers  prevented  his  first  name  from 
Leopold  to  Leon),  is  too  securely  established  and  too  well 
known  to  be  in  need  of  any  emphasis.  He  ranks  now  among 
the  world's  foremost  genito-urinary  surgeons,  and  his  state- 
ments in  the  field  of  urology  carry  due  weight.  His  text-book 
is  favorably  known  in  Germany,  and  Dr.  Bonney's  additions 
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to  the  American  edition  render  the  volume  still  more  valuable. 
The  translation  is  well  and  smoothly  done. 

Gonorrhea  in  Women.  By  Palmer  Findley,  M.  D., 
Professor  of  Gynecology  in  the  College  of  Medicine  of  the 
University  of  Nebraska.  C.  V.  Mosby  Medical  Book  and 
Publishing  Co.,  St.  Louis,  1908.    Price,  cloth,  $2.00. 

This  volume  of  108  pages  is  not  a  text-book,  but  a  mon- 
ograph on  the  subject.  A  good  part  of  the  contents  consists 
of  quotations  from  other  authors.  The  proof  reader  was  not 
very  careful,  and  typographical  errors,  especially  of  proper 
names  are  to  be  found  in  abundance.  References  are  given 
carelessly;  thus,  for  instance,  in  many  cases  the  month  of  the 
journal  referred  to  is  given,  but  not  the  year.  Perhaps  in  a 
second  edition  these  little  defects  will  be  remedied. 

Clinical  Lectures  on  the  Surgical  Diseases  of  the  Urinary 
Organs — By  P.  J.  Freyer,  M.  A.,  M.  D.,  M.  Ch.  Surgeon  to  King 
Edward  VII. 's  Hospital  for  Officers,  and  to  St.  Peter's  Hospital. 
Consulting  Surgeon  to  Queen  Alexandra's  Military  Hospital.  New 
York,  William  Wood  &  Company.  1008. 

This  volume  is  written  in  the  form  of  lectures,  of  which  there  are 
25.  The  first  three  deal  with  stricture  of  the  urethra,  and  the  sub- 
ject is  disposed  of  in  60  pages.  The  rules  of  treatment  laid  down  are 
good. 

Prostatic  enlargement,  with  the  detailed  description  of  total  enuclea- 
tion by  the  supra-pubic  route,  forms  almost  one  half  of  the 
volume.  As  all  surgeons  are  familiar  with  Freyer's  work  along  these 
lines  it  is  hardly  necessary  to  refer  to  it  here.  Tumors  of  the  bladder 
and  cystitis  and  prostatitis  are  each  dealt  with  in  a  separate  chapter, 
while  stone  in  the  bladder  receives  careful  attention,  six  lectures 
being  devoted  to  this  subject.  Renal  calculus  is  disposed  of  in  the 
20th  lecture  in  a  rather  summary  way  and  there  is  nothing  new  given 
therein.  This  is  followed  by  a  short  but  rather  interesting  lecture  orr 
impacted  calculus  of  the  ureter,  and  some  other  causes  of  obstruction. 

Hvdronephrosis  and  pyonephrosis,  and  tuberculosis  of  the  blad- 
der and  kidney  subjects  which  a,re  of  great  importance  in  Urology 
are  rather  inadequately  dealt  with,  but  on  the  whole  the  volume  is  an 
exceedingly  valuable  one  to  the  genito-urinary  surgeon. 
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ON  SOME  OF  THE   PROBLEMS   RELATING  TO 
PROSTATECTOMY. 

By  L.  Bolton  Bangs,  M.  D.,  New  York. 

Professor  Emeritus  of  Genito-Urinary  Surgery  in  the  New  York  Post- 
Graduate  Medical  School  and  Hospital,  Consulting  Surgeon  to  St.  Luke's,  Belle- 
vue,  City  and  M.  E.  Hospitals. 

FURTHER  experience  as  operator  and  consultant  has 
developed  some  problems  in  regard  to  patients  with 
obstructive  enlargement  of  the  prostate  which  in 
my  opinion  are  not  easily  solved.  Doubtless  others  have  met 
with  the  same  difficulties,  therefore  a  comparison  of  views  will 
be  mutually  helpful. 

The  first  problem  which  naturally  presents  itself  is  the 
one  of  determining  upon  whom  to  operate.  The  general  prop- 
osition that,  if  a  patient  has  enlargement  of  the  prostrate, 
therefore  he  must  be  operated  upon,  cannot  be  maintained. 
All  the  factors  pertaining  to  the  man's  physical  condition, 
local  and  general,  and  to  his  social  and  economic  status  must 
be  analysed;  and,  a  vague  fear  that  unless  he  is  imme- 
diately operated  on  some  dangerous  symptom  will  appear  in 
the  future  must  not  be  allowed  to  weigh  in  the  argument. 
"  Sufficient  unto  the  day  is  the  evil  thereof."  Nor,  further- 
more, is  an  attack  of  complete  retention  of  urine  necessarily 
an  indication  for  immediate  operation.  There  are  cases  still 
under  my  observation  who,  having  had  complete  retention  of 
urine  and  having  had  urinary  ability  restored,  are  living  com- 
fortably without  use  of  the  catheter,  excepting  at  long  inter- 
vals, either  for  the  purpose  of  re-examination  or  preventive 
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treatment.  Many  subjects  of  the  malady  will  live  to  a  ripe 
old  age  unimpeded  by  it,  able  to  attend  to  the  duties  and 
pleasures  of  life  without  restriction  and  who  may  never  re- 
quire radical  treatment.  But  such  persons  should  clearly  un- 
derstand, that  without  interfering  with  business,  pleasure  or 
travel,  they  are  under  observation  and  that  from;  time  to  time 
careful  discrimination  must  be  used  as  to  their  effectual  blad- 
der capacity  and  as  to  whether  or  not  their  bladders  have 
become  infected.  As  a  general  proposition  it  may  be  stated, 
that  cases  with  2  oz.  or  less,  of  sterile  residual  urine  which 
shows  no  tendency  to  increase  in  volume,  and  which  shows  no 
tendency  to  the  deposition  of  calcareous  material,  do  not  re- 
quire operative  interference.  As  such  cases  are  usually  under 
the  care  of  their  family  physician,  this  proposition  should 
be  qualified  by  the  statement  that  they  should  be  kept  under 
observation  and  examined  periodically,  say  once  in  six  months, 
in  order  that  any  changes  in  the  prostate  or  nocturnal  fre- 
quency of  urination,  or  increase  of  or  change  in  the  residual 
urine  or  any  tendency  to  formation  of  calculus  may  be  noted. 

There  are  cases  with  small  enlargement  of  the  gland  and 
very  little  residual  urine,  but  with  spasmodic  attacks  of  in- 
creased but  not  yet  total  retention  of  urine.  This  partial  re- 
tention may  become  complete,  and  is  caused  by  congestion  of 
the  prostate  which  not  only  temporarily  augments  the  enlarge- 
ment of  the  organ,  thus  further  narrowing  the  urethra,  but 
induces  a  hyperexcitability  and  tonic  contracture  of  the  sphinc- 
ter muscle  fibres.  This  congestion  may  be  due  to  sexual 
stimulation,  to  reflexes  from  lesions  in  the  penile  and  bulbous 
portions  of  the  urethra,  to  alcoholics,  to  "  catching  cold  "  or  to 
a  combination  of  these  causative  factors.  Such  cases  are  some- 
times misjudged  and  subjected  to  prostatectomy  without,  at 
least  in  my  opinion,  sufficient  trial  of  simple  measures  calcu- 
lated to  reduce  the  congestion  and  restore  the  urinary  function. 

In  illustration,  take  the  following  case.  A  well  preserved 
man  sixty-one  years  of  age,  vigorous,  energetic,  but  neurotic, 
is  suddenly  seized  with  urinary  desire  and  inability  to  urinate 
while  dining  out.    He  becomes  alarmed  and  repeats  the  effort 
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every  few  minutes,  with  absolute  inability  to  expel  a  drop. 
He  is  then  hurried  home,  where  his  family  physician  puts  him 
into  a  hot  bath  for  two  hours,  which  relieves  the  congestion 
and  normal  urination  returns.  Two  weeks  later,  probably 
before  he  is  absolutely  normal,  he  is  subjected  to  a  sudden 
lowering  of  the  temperature  of  his  body.  Another  attack  of 
rheumatism  follows,  which  is  partial  at  first,  for  at  this  time 
he  voids  urine  in  a  threadlike  stream,  but  an  hour  or  two  later 
the  retention  becomes  complete.  He  is  again  placed  in  a  hot 
bath,  but  the  urinary  efforts  expel  only  blood  in  small  quanti- 
ties. Then  he  is  catheterized,  with  the  result  of  drawing  an 
indefinite  amount  of  urine  (the  quantity  at  that  time  was  not 
stated),  mixed  with  blood.  This  relieves  his  bladder,  stops 
his  frantic  efforts  and  spontaneous  urination  is  restored.  A 
week  later  I  saw  him  in  consultation.  The  attack  is  evidently 
subsiding,  but  he  is  still  having  some  frequency  of  urination 
and  terminal  pain.  He  voids  four  ounces  of  turbid  urine  with- 
out blood  and  with  but  slight  tenesmus.  The  length  of  the 
urethra  is  eight  and  three-quarter  inches  and  his  bladder  re- 
tains only  one  ounce  of  residual  urine,  which  is  slightly  turbid. 
Examination  by  the  rectum  finds  the  prostrate  to  be  enlarged 
in  all  directions  and  sensitive,  its  surface  is  smooth  and  medium 
sulcus  well  marked;  the  lobes  are  soft  and  contract  sluggishly 
under  digital  manipulation.  Under  the  treatment  instituted 
the  infection  of  the  bladder  speedily  cleared  up,  all  his  symp- 
toms disappeared  and  he  remained  well  for  a  year,  rarely  rising 
at  night  to  urinate  more  than  once,  sometimes  not  at  all,  and 
his  urinary  intervals  during  the  day  were  three  or  four  hours. 
Another  exposure  to  a  low  temperature  chilled  his  body  and 
suddenly  the  same  night  he  began  to  have  frequent  and  scald- 
ing urination,  but  with  only  partial  retention.  He  has  no  pain 
and  no  blood,  but  slight  terminal  scalding.  His  general  health 
is  good  and  the  attack  is  very  much  less  severe  than  the  pre- 
vious ones.  The  prostate  is  again  distinctly  congested,  slightly 
sensitive,  contracts  sluggishly  and  its  posterior  margin  being 
thickened  is  the  most  sensitive  area.  At  this  time  he  has  one 
and  one-half  ounces  of  residual  urine.    This  attack  subsided 
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in  two  weeks  and  a  month  later  he  declared  himself  to  be 
"fine."  At  this  time  there  is  no  nocturnal  urination,  he  urin- 
ates at  1 1  p.  m.  on  going  to  bed  and  at  7  a.  m.  the  next  morn- 
ing. He  has  one  ounce  of  clear  residual  urine.  His  habits 
are  again  regulated,  no  alcoholics,  sexual  relations  to  be  ab- 
stemious and  to  avoid  excessive  labor  and  low  temperature. 
Three  months  later  I  again  examined  him.  There  was  one 
nocturnal  urination,  less  than  one  ounce  of  clear  residual  urine 
and  no  treatment  was  necessary.  His  condition  remained  so 
good,  notwithstanding  his  almost  daily  exposure  to  low  tem- 
perature in  cold  storage  plant  which  his  occupation  required, 
that  I  questioned  him  more  closely.  He  then  admitted  to  me 
that  these  attacks  of  retention  had  followed  ardent  sexual 
relations.  The  prostatic  congestion  due  to  this  had  no  doubt 
been  intensified  by  the  chilling  of  the  body  surface  and  hence 
the  attacks.  Subsequently,  he  had  another  of  these  spasmodic 
attacks  while  visiting  in  the  country,  and  according  to  the 
report  given  me  he  was  subected  to  violent  and  painful  cathe- 
terization which  aggravated  his  condition  and  terrified  him  to 
such  a  degree  that  it  was  found  to  be  impossible  to  catheterize 
him  with  an  anaesthetic.  Apparently  the  history  of  his  pre- 
vious attacks  was  unknown  or  ignored,  for  his  little  prostate 
was  at  once  removed.  In  fairness  it  must  be  admitted  that 
in  this  case  conditions  had  probably  arisen  which  made  radi- 
cal treatment  imperative,  but  I  will  venture  the  opinion,  that 
careful  consideration  of  his  previous  attacks  would  have  spared 
him  the  necessity  for  radical  operation,  by  leading  to  the  trial 
of  some  simple  measure,  e.  g.,  a  retention  catheter  inserted 
with  gentleness  and  aseptic  precautions,  aided  by  local  anaes- 
thesia. This  is  a  case  in  which  in  its  later  stage  there  might 
reasonably  be  differences  of  opinion,  and  it  is  narrated  in  illus- 
tration of  one  of  the  problems  not  infrequently  presented. 
The  subject  was  neurotic  with  very  little  enlargement  of  the 
prostate,  but  the  latter  was  of  a  soft  and  succulent  variety 
easily  irritated  and  congested,  and  therefore,  in  my  opinion, 
a  minimum  of  instrumental  interference  was  indicated. 

Now  take  another  case  who  had  been  made  apprehensive 


PROBLEMS  RELATING  TO  PROSTATECTOMY  89 


by  his  symptoms  and  by  the  statement  that  he  would  prob- 
ably require  a  radical  operation.  He  is  seventy-four  years 
of  age,  does  not  show  signs  of  senility,  is  well  nourished  and 
retains  sexual  vigor.  For  three  or  four  years  he  has  been 
obliged  to  urinate  three  or  four  times  during  the  night.  He 
is  awakened  by  a  vigorous  erection  and  desire  to  urinate,  after 
waiting  a  few  moments  the  stream,  which  dribbles  at  first,  be- 
comes established,  but  never  is  as  strong  and  full  as  formerly. 
During  the  day  the  interval  varies,  he  has  no  urgency  and 
is  able  to  retain  his  urine  until  he  can  reach  a  place  of  conven- 
ience. He  has  no  pain,  but  sometimes  a  slight  tickling  in  the 
penis.  He  was  examined  in  Paris  and  said  to  have  an  en- 
larged prostate,  but  as  he  was  on  the  verge  of  returning  to 
America,  the  doctor,  very  wisely,  refused  to  pass  a  catheter 
and  told  him  to  let  well  enough  alone.  The  examination  of 
the  prostate  by  the  rectum  shows  it  to  be  enlarged  in  all  direc- 
tions, say  twice  the  normal.  It  is  normal  in  outline  with 
medium  sulcus  well  marked,  in  density  it  is  soft;  it  is  elastic 
and  insensitive,  but  firm  pressure  along  the  medium  line  de- 
velops an  intense  and  intolerable  sense  of  burning.  He  has 
one  and  one-half  ounces  of  clear,  sterile  residual  urine.  He 
can  void  all  of  a  measured  quantity  of  antiseptic  fluid  intro- 
duced into  the  bladder  for  the  purpose  of  testing  the  bladder 
capacity.  Under  treatment  the  nocturnal  urination  takes  place 
but  once,  rarely  twice,  the  residual  urine  is  reduced  and  there 
is  no  sexual  excitability.  He  is  reassured  by  his  sense  of  com- 
fort and  by  the  belief  that  operation  is  not  necessary  and  he  is 
discharged,  but  with  directions  to  report  periodically  for  re- 
examination. 

This  case,  like  the  other,  has  an  organic  enlargement  of 
the  prostate,  but  his  symptoms  were  due  more  to  congestion 
and  an  irritable  urethra  than  they  were  to  mechanical  ob- 
struction. Moreover,  each  of  them  had  a  mental  irritation 
aroused  by  fear  of  (apprehension)  operation,  which  confirmed 
my  belief  that,  certainly  in  similar  cases,  palliative  mleasures 
should  first  be  tried. 

On  the  other  hand,  there  are  cases  whose  conditions  are 
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such  that  radical  operation  seems  to  be  hazardous  and  even 
reckless,  but  to  whom  with  careful  preparatory  treatment, 
hopes  of  not  only  prolonging  life,  but  of  great  comfort,  can 
be  confidently  given.  Very  often  even  in  these  days  of  general 
knowledge,  a  diagnosis  has  not  been  made  and  an  accumula- 
tion of  urine  in  the  bladder  exerts  a  back  pressure  upon,  or 
inhibition  of,  the  kidneys.  They  are  doing  their  work  under 
tension  and  more  or  less  of  the  symptoms  referable  to 
"uraemia"  are  present.  Moreover,  notwithstanding  intelligent 
use  of  the  catheter,  the  purulent  urine,  for  these  persons  are 
usually  infected  when  they  present  themselves,  is  a  constant 
source  of  reinfection  and  torment.  The  subject  has  no  rest 
and  is  devitalized.  Although  it  would  seem  that  the  least 
thing  would  jeopardize  the  patient,  operative  treatment  is 
advisable.  It  is  reasonable  to  assume  that  in  chronically  in- 
flamed kidneys  there  are  always  present  some  normal  ele- 
ments capable  of  physiological  action  provided  too  much  is 
not  required  of  them.  Therefore,  if  the  obstruction  below  can 
be  removed  and  the  infection  of  the  bladder  mod'fied  the 
irritation  of  the  kidneys  will  be  relieved  and  instead  of  being 
excited  to  extra  effort  to  excrete  the  toxic  products  which  are 
continuously  developing  they  will  functionate  with  compara- 
tive ease  and  a  measurable  amount  of  health  and  strength 
will  be  restored  to  the  patient.  It  is  apparent  that  in  such 
cases  careful  judgment  must  be  exercised  in  weighing  the  con- 
ditions of  the  patient,  for  or  against  the  operative  procedure. 
But  an  important  factor  in  determining  whether  to  operate 
or  not  is  the  degree  to  which  the  vital  force  of  the  patient  can 
be  restored  and  the  pus  producing  micro-organisms  diminished 
prior  to  the  operation. 

The  following  case  is  illustrative:  A  man  aged  seventy- 
si^,  who  for  some  years  has  had  the  usual  history  of  prostate 
obstruction  with  nocturnal  and  diurnal  urinary  frequency  and' 
latterly  increased  frequency  with  nocturnal  incontinence.  For 
the  past  few  months  he  has  emaciated,  become  weak,  lost  ap- 
petite and  has  had  constant  thirst.  He  is  pallid,  his  conjunc- 
tivae are  white  and  glistening,  his  movements  are  made  with 
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great  effort,  and  slight  exertion  causes  dyspnoea  and  cardiac 
palpitation.  There  is  marked  oedema  of  the  lower  extremi- 
ties, increased  tension  of  the  blood  vessels,  and  altogether  he 
presents  a  very  unpromising  aspect.  Rectal  examination  shows 
his  prostate  to  be  very  large,  the  right  lobe  much  larger  than 
the  left;  his  bladder  retains  fourteen  ounces  of  purulent  urine 
with  a  large  quantity  of  free  terminal  pus.  He  is  voiding  in 
twenty-four  hours  135  ounces,  which  contains  granular  casts 
and  shows  a  marked  diminution  of  urea  (315  grains  to  twenty- 
four  hours,  should  be  480  to  500).  The  patient  is  put  to  bed 
for  two  weeks  and  detailed  treatment  of  his  bladder,  skin  and 
all  other  functions  is  instituted.  LJnder  the  treatment  he  im- 
proved to  such  a  degree  that  the  plan  of  operating  in  two 
stages,  which  had  been  proposed,  was  given  up  and  I  removed 
the  prostate  by  the  perineal  route.  He  had  no  reaction,  the 
drainage  tube  was  removed  on  the  second  day  and  he  was  sit- 
ting up  on  the  fifth  day,  but  gained  strength  very  slowly,  not 
leaving  the  hospital  till  the  thirty-second  day  after  the  opera- 
tion. 

This  was  nearly  two  years  ago.  He  is  still  living  in  com- 
fortable health  and  empties  his  bladder  completely. 

An  infected  bladder  is  always  a  menace  to  the  patient. 
Purulent  urine,  even  when  in  small  quantity  and  retained  by 
a  minor  degree  of  enlargement  of  the  prostate,  is  an  impor- 
tant factor  in  favor  of  the  operation,  for,  if  in  spite  of  faithful 
and  prolonged  treatment  there  is  a  constant  tendency  to  re- 
lapse, and  especially  if  a  tendency  to  the  deposition  of  cal- 
careous salts  coexists,  it  is  useless  to  defer  radical  treatment 
provided  that  the  other  conditions  of  the  patient  warrant  it. 
Notwithstanding  the  fact  that  many  patients  have  an  individ- 
ual tissue  resistance  to  the  inroads  of  infectious  principles  and 
even  seem  to  bear  "catheter  life"  well,  those  with  complete 
retention  to  whom  spontaneous  urination  cajinot  be  restored 
should  also  be  advised  to  have  the  operation.  Because,  not- 
withstanding their  invulnerability,  their  bladders  are  always 
liable  to  infection  and  the  tension  under  which  their  kidneys 
are  acting  renders  these  organs  also  more  susceptible.  The 
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judicious  advice  often  given  by  the  family  physician  against 
prostatectomy  has  been  based  upon  former  knowledge,  but  our 
methods  and  technique  have  been  so  improved  in  late  years 
that  we  are  now  able  to  give  a  good  prognosis,  both  as  to  risk 
and  urinary  results  of  the  operation. 

The  persistence  of  urinary  fistulae  after  the  perineal  opera- 
tion is  a  troublesome  problem  requiring  solution.  They  may 
occur  at  the  hands  of  the  most  skillful.  Many  of  them  will 
close  during  the  granulating  process,  but  some  persist  beyond 
the  first  three  or  four  weeks  of  the  post-operative  period,  and 
if  so,  provided  the  entire  obstruction  has  been  removed,  they 
are  generally  due  to  the  irritating  and  infecting  quality  of  the 
urine  which  flows  over  the  granlating  surface.  It  should  be 
borne  in  mind  that  the  bladder  has  been  pathologic  for  a  long 
time  and  demands  local  antiseptic  treatment — gentle,  but  per- 
sistent— and  especially  with  weak  solutions  of  AgN03. 
Treat  the  bladder  to  improve  the  quality  of  the  urine  and  the 
fistula  may  be  expected  to  take  care  of  itself.  If  the  fistula  is 
perineal  and  has  persisted  indefinitely,  it  will  be  found  that 
the  narrow  canal  has  become  covered  with  a  tough  fibrous 
tissue,  the  result  of  the  inflammation  caused  by  the  pathologic 
urine.  In  one  case  which  had  persisted  for  months,  I  dissected 
out  the  whole  length  of  the  canal;  but  the  first  day  that  the 
patient  was  out  of  bed,  although  the  canal  was  somewat  nar- 
rower than  previous  to  the  resection,  the  leak  returned,  much 
to  the  disgust  and  disappointment  of  patient  and  surgeon. 
Realizing  that  the  canal  was  surrounded  by  new  tissue  which 
had  not  yet  become  fibrous, I  located  its  internal  orifice  by 
careful  measurement  in  order  to  avoid  damage  to  the  bladder 
and  covered  the  whole  length  of  the  fistula  with  tincture  of 
iodine  injected  slowly  and  gently  by  means  of  a  long  narrow 
sinus  syringe.  This  caused  sharp  burning  at  first  and  a  sense 
of  heat  for  three  or  four  days  after  the  little  operation,  but 
the  stimulating  action  of  the  iodine  sufficed  to  permanently 
close  the  canal.  It  is  suggested  that  this  procedure  might  be 
resorted  to  in  other  cases  before  the  fistulous  tract  becomes  old 
and  fibrous. 
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Urethro-rectal  fistulae  when  they  occur,  are  most  trouble- 
some and  are  unavoidable  at  times  even  to  the  most  skillful 
operator.  It  should  be  remembered  that  in  some  subjects  the 
rectum  pouches  upward  and  forward  to  an  unusual  degree 
and  is  closely  adherent  to  a  thin  parchment-like  urethro-rectal 
septum  from  which  it  is  difficult  to  separate  the  rectum.  There- 
fore, when  radical  treatment  is  contemplated  the  relation  of 
the  rectum  should  be  studied  and  considered  as  a  factor  in 
determining  whether  perineal  or  suprapubic  operation  shall  be 
chosen. 

Another  problem  is  that  of  incontinence  or  dribbling  of 
urine  even  in  cases  in  which  there  has  been  no  fistula,  or  in 
those  in  which  the  latter  has  been  healed.  It  occurs  in  varying 
grades  of  severity,  but  even  a  minor  grade  is  a  great  annoyance 
to  surgeon  and  patient.  As  to  its  causation,  my  observations 
accord  with  those  of  Dr.  E.  Wood  Ruggles,  of  Rochester, 
whose  paper  on  "The  Causes  of  Incontinence  as  a  Sequel  of 
Prostatectomy"  is  well  worthy  of  careful  reading.  It  seems 
to  me  to  be  due  to  disarrangement  or  laceration  of  the  mus- 
cular fibres  surrounding  the  membranous  urethra  and  is  there- 
fore more  likely  to  follow  perineal  than  suprapubic  prostatec- 
tomy. As  a  means  of  prevention  I  am  careful  when  doing 
perineal  prostatectomy  to  make  the  incision  into  the  urethra 
as  near  as  possible  to  the  apex  of  the  prostate  and  to  be  as 
gentle  as  possible  during  the  further  manipulations.  In  time 
the  sphincteric  tone  is  regained  by  the  majority  of  such  cases 
and  the  incontinence  ceases,  but  in  some,  the  incontinence  per- 
sists indefinitely  and  it  requires  patient,  persevering  treatment 
to  overcome  it.  The  most  effectual  remedy  in  my  hands  has 
been  the  application  of  strong  solutions  of  nitrate  of  silver 
in  small  quantities  to  the  membranous  and  prostatic  urethra, 
aided  by  the  method  suggested  by  Dr.  Alexander,  of  train- 
ing the  cut-off  muscle  to  contract. 

A  problem  which  has  presented  itself  for  solution  in  my 
practice  has  been  the  return  of  dysuria  and  partial  or  complete 
retention  of  urine  after  the  operation,  at  a  time  when  freedom 
of  urination  and  absolute  emptying  of  the  bladder  were  to  be 
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expected.  In  each  of  the  two  cases  which  I  have  had  there 
was  a  marked  development  of  fibrous  tissue  in  the  perineum 
and  in  one  a  general  sclerosis  of  the  tissues.  They  both  fol- 
lowed perineal  prostatectomy;  one  was  mild  and  the  other 
severe  in  grade. 

The  first  patient  had  a  great  deal  of  fibrous  tissue  in  the 
perineum  which  was  quite  evident  during  the  dissection  of  the 
first  stage  of  the  operation,  and  was  so  marked  that  the  atten- 
tion of  my  associates  was  called  to  it.  As  the  patient  had  been 
subjected  to  treatment  by  the  X-Ray  for  some  months  by  an- 
other surgeon,  the  question  was  raised  whether  or  not  this 
fibrous  development  was  due  to  the  effect  of  the  Rays.  At 
all  events,  convalescence  was  followed  by  mechanical  obstruc- 
tion to  the  introduction  of  the  catheter  and  the  retention  of 
a  small  amount  of  urine  varying  from  half  an  ounce  for  two 
or  three  months  after  the  operation,  when  the  obstruction  en- 
tirely disappeared  and  the  patient  emptied  his  bladder  com- 
pletely. 

The  second  case  of  this  character  was  much  more  severe 
and  was  that  of  a  patient  aged  sixty-six,  who  showed  marked 
general  sclerosis  and  had  a  greatly  distended  and  infected 
bladder  and  upon  whom  I  did  perineal  prostatectomy.  There 
was  some  difficulty  in  the  enucleation,  but  the  patient  stood  the 
operation  well  and  recovered  without  shock.  He  was  out  of 
bed  at  the  end  of  a  week.  Penile  urination  began  on  the  ninth 
or  tenth  day,  but  was  incomplete,  the  most  of  the  urine  coming 
through  the  perineal  wound.  He  left  the  hospital  on  the 
eighteenth  day,  voiding  urine  at  intervals  of  four  hours,  with 
occasionally  a  little  involuntary  dribbling  from  the  meatus.  A 
month  later  he  began  to  have  gradually  increasing  dysuria 
and  frequency,  which,  still  later,  was  accompanied  by  great 
tenesmus  with  violent  pain  over  the  pubes,  some  incontinence, 
and  when  he  voided  urine,  the  stream  which  had  been  full 
and  free  had  become  dribbling  and  feeble.  In  spite  of  the 
efforts  made  by  his  physician  to  relieve  him,  the  agonizing 
efforts  to  urinate  continued  and  he  suddenly  had  a  little  rise 
in  temperature.    At  this  stage  I  was  called  out  to  his  subur- 
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ban  home  to  see  him,  and  on  attempting  to  introduce  instru- 
ments into  the  bladder,  found  that  the  deep  urethra  was  ab- 
solutely obstructed.  He  was  then  placed  under  ether  an- 
aesthesia, and  further  efforts  being  unsuccessful,!  opened  the 
bladder  above  the  pubes.  The  bladder  was  fully  distended 
with  urine,  the  tension  being  so  great  that  when  the  incision 
into  the  bladder  wall  was  made,  the  urine  spurted  a  consider- 
able distance.  Careful  examination  of  the  interior  of  the 
bladder,  repeated  both  by  myself  and  my  associate,  Dr.  Squier, 
failed  to  find  any  normal  internal  meatus.  But  at  the  anatomi- 
cal situation  of  the  latter,  could  be  felt  a  shallow  funnel-shaped 
dimple.  Inferior  to  this  was  a  thickened  bladder  which,  aided 
by  bimanual  palpation  with  two  fingers  of  the  other  hand  in 
the  rectum,  was  made  out  to  be  the  contracted  capsule  of  the 
prostate  covered  by  the  muscular  and  mucous  wall  of  the  blad- 
der. All  efforts  to  introduce  instruments  of  minute  size  into 
this  dimple  failed.  Consequently,  a  staff  was  placed  in  the 
urethra  and  the  perineum  freely  opened.  Short,  thick,  inter- 
lacing fibrous  bands  had  displaced  the  normal  structures  and 
although  there  was  a  series  of  shallow  pockets  between  these 
bands,  forming  a  semblance  to  an  irregular  channel,  no  open- 
ing leading  from  this  channel  into  the  bladder  could  be  found. 
A  blunt  pointed  instrument  was  then  placed  in  the  conical 
dimple  within  the  bladder,  and  being  held  firmly  in  place  by 
my  associate,  I  severed  the  bands  in  the  perineum  until  the 
point  of  the  instrument  was  reached  and  an  opening  thus  made 
into  the  bladder  through  which  the  index  finger  could  be  intro- 
duced. A  sound  of  the  size  of  26  F.  was  then  easily  passed 
from  the  meatus  into  the  bladder.  Suprapubic  and  perineal 
drainage  were  established,  which  the  patient  bore  very  com- 
fortably and  convalescence  from  this  second  operation  was 
uneventful.  The  attending  physician  was  directed  to  maintain 
the  patency  of  the  canal  by  regular,  systematic  use  of  the  sound. 
This  was  not  done  with  the  precision  that  had  been  expected 
and  three  or  four  weeks  later  it  was  necessary,  aided  by  cocain 
anaesthesia,  to  dilate  the  channel  in  the  perineal  tissues.  This 
was  only  partially  successful,  but  a  few  days  later,  under  chloro- 
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form  anaesthesia,  the  canal  was  fully  restored.  After  that  there 
was  no  further  trouble.  A  sound  was  systematically  passed, 
at  first  every  four  days,  subsequently  every  week,  and  finally 
once  in  two  weeks,  which  was  found  sufficient  to  maintain  the 
canal  and  enable  the  bladder  to  completely  empty  itself.  The 
patient  is  in  excellent  health.  A  letter  from  him  a  year  after 
the  prostatectomy  states  that  the  sound  is  being  passed  at  in- 
tervals of  fifteen  days  and  that  in  spite  of  his  age  and  arterial 
weakness,  "  my  general  health  is  good."  It  may  be  of  interest 
to  add,  that  excessive  thirst  which  has  been  recorded  by  Fen- 
wick  as  a  symptom  of  vesico-prostatic  irritation,  and  which  had 
tormented  the  patient  for  several  years,  has  entirely  disap- 
peared since  the  removal  of  the  prostatic  obstruction  and  the 
final  healing  of  the  bladder. 

In  certain  patients,  although  the  obstructing  portion  of  the 
prostate  may  have  been  entirely  removed,  the  bladder  does 
not  completely  empty  itself  for  an  indefinte  period  after  the 
operation.  The  bladder  wall  has  lost  its  tone  and  as  some  of 
these  patients  are  in  a  low  vital  state  the  salts  of  the  urine  may 
be  excessive  and  a  tendency  to  the  formation  of  calculi  be  ex- 
hibited. In  The  American  Journal  of  Urology  for  November, 
1908,  Dr.  E.  Loumeau,  of  Bordeaux,  France,  calls  attention  to 
this  possibility  and  reports  two  cases.  But  one  case  of  this  kind 
has  happened  in  my  experience,  nor  have  I  met  with  any  other 
cases  in  the  literature,  but  it  is  evidently  one  of  the  problems 
to  be  borne  in  mind;  for,  it  may  account  for  some  of  the  dis- 
tressing symptoms  of  which  a  few  patients  complain  after  the 
operation.  From  my  observation  I  have  formed  the  opinion 
that  long  continued  post-operative  treatment  of  the  bladder  is 
indicated  not  only  by  this  possibility,  but  by  the  necessity  of 
restoring  the  urine  and  bladder  to  as  nearly  normjal  as  possible 
if  we  would  have  the  patient  in  ideal  general  and  local  con- 
dition. 

20  East  46th  Street. 
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HEMATURIA,  the  presence  of  blood  and  its  formed 
elements  in  the  urine  may  be  due  to  a  great  variety 
of  causes  and  is  of  interest  to  both  the  physician  and 
surgeon.  The  more  severe  forms  of  the  acute  infections  and 
occasionally  leukemia,  may  be  accompanied  by  the  passage  of 
blood  in  the'  urine,  but  it  is  clear  that  here  the  original  disease 
is  of  such  severity  as  to  overshadow  the  condition  of  the  urine. 
The  same  applies  to  the  hematuria  which  may  accompany  con- 
gestion of  the  kidneys  or  acute  nephritis.  Both  may  be  due  to 
the  ingestion  of  such  poisons  as  carbolic  acid,  turpentine, 
cantharides  or  phosphorus.  In  the  chronic  congestion  accom- 
panying heart  disease,  the  bleeding  is  rarely  SO'  profuse  as  to 
require  special  treatment.  Rarely  an  infarction  of  the  kidneys 
may  be  at  the  bottom  of  the  condition,  as  in  malignant  endo- 
carditis. 

Where  cardiac  or  general  disease  or  intoxication  can  be  ex- 
cluded, the  cause  for  the  bleeding  must  be  sought  for  in  some 
portion  of  the  genito-urinary  tract.  Pathoogical  lessions  of  the 
kidneys  that  are  of  interest  here  are  tuberculosis,  stone  or  tu- 
mor, more  rarely  parasites,  such  as  filaria  sanguinis  hominis, 
bilharzia  or  echinococcus.  A  stone  may  also  be  lodged  in  the 
ureter  or  bladder,  or  there  may  be  a  tumor  or  ulceration  of 
the  bladder  or  parasites.  An  enlarged  prostate  with  varicose 
veins  at  the  base  of  the  bladder  may  be  found.  Bleeding  from 
the  urethra  occasionally  occurs  with  the  onset  of  a  gonorrhea 
or  due  to  the  lodgement  of  a  foreign  body.  Injuries  may 
cause  bleeding  from  any  portion  of  the  genito-urinary  tract. 
Lastly,  there  is  a  group  of  cases,  described  under  the  term 
"renal  epistaxis"  where  the  bleeding  may  occasionally  be 
severe  but  where  no  lesion  can  be  found  to  explain  the  con- 
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dition.  Malarial  hematuria  is  described  in  countries  where  the 
disease  is  a  more  formidable  enemy  to  mankind  than  in  these 
parts. 

From  the  varied  etiology  of  hematuria,  it  follows  that  every 
case  must  be  carefully  examined  to  discover  the  site  of  bleed- 
ing. General  causes  or  lesions  in  distant  parts  of  the  body  will 
usually  be  readily  recognized.  To  determine  the  locality  of 
the  hemorrhage  in  the  genito-urinary  tract,  it  may  be  necessary 
to  employ  the  cystoscope  and  to.  catheterize  the  ureters.  A 
careful  chemical,  microscopical  and  often  bacteriological  exam- 
ination of  the  urine  will  be  indispensable.  Often  the  Roentgen 
rays  will  help  in  the  diagnosis,  as  where  a  stone  is  lodged  in 
the  kidneys  or  the  ureter. 

The  relief  of  many  forms  of  hematuria  will  naturally  fall  in 
the  domains  of  surgery.  Bleeding  from  a  stone  can  only  be 
checked  definitely  by  the  removal  of  the  stone,  while  a  tubercu- 
lous kidney  or  a  kidney,  the  seat  of  a  tumor,  will  in  the  ma- 
jority of  instances  call  for  a  nephrectomy.  The  whole  length 
of  the  ureter  is  now  accessible  to  the  surgeon,  and  operative 
conditions  of  the  bladder  may  demand  a  suprapubic  or  perineal 
cystotomy.  There  are  many  cases,  however,  where  the  bleed- 
ing is  so  severe  that  it  must  be  checked  as  soon  as  possible, 
without  going  into  its  real  etiology.  Or,  an  operation  may  be 
refused  or  contraindicated.  It  is  in  these  cases  as  well  as  in  the 
essential  hematurias  and  the  severer  forms  of  bleeding  due  to 
non-operative  causes,  that  internal  therapy  and  local  treatment 
with  irrigations  play  an  important  and  often  life-saving  role. 

The  fact  that  the  number  of  drugs  recommended  in  genito^ 
urinary  hemorrhage  is  large  is  excellent  evidence  that  not  one 
of  them  approaches  the  ideal.  The  various  styptics,  such  as 
acetate  of  lead  and  opium,  ergot,  gallic  and  tannic  acids,  dilute 
sulphuric  acid,  fluid  extract  of  hamamelis  and  hydrastis  are 
given  internally  in  full  doses,  frequently  with  only  slight  or 
absolutely  no  results.  More  good  can  usually  be  accomplished 
by  rest  in  bed,  the  application  of  ice  and  irrigation,  where  the 
seat  of  the  bleeding  is  in  the  bladder  or  urethra.  Ferric 
chloride',  adrenaline  and  cocaine  are  the  drugs  hitherto  most 
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commonly  employed  either  in  dilute  solution  as  irrigation  or  in 
stronger  concentration  as  direct  application.  Apart  from  the 
dangers  o>f  intoxication  after  the  use  of  cocaine  and  adrenaline, 
especially  with  open  surfaces,  the  results  accomplished  are 
often  slight  or  transient,  so  that  there  has  always  existed  a 
strong  demand  for  a  more  potent  and  reliable  styptic,  which 
could  be  used  both  internally  and  locally. 

The  author  believes  that  the  neutral  phthalate  of  cotarnine 
will  meet  this  demand  and  will  prove  serviceable  even  in  the 
severer  forms  of  hematuria.  Neutral  phthalate  of  cotarnine, 
or  stytpol,  is  an  alkaloid  prepared  from  narcotine,  one  of  the 
alkaloids  of  opium.  It  occurs  in  the  form  of  a  micro-crystal- 
line, yellow  powder  and  is  very  easily  soluble  in  cold  water. 
The  reaction  of  the  resulting  solution  is  slightly  alkaline  to 
litmus. 

Styptol  has  already  been  recognized  as  one  of  the  foremost 
uterine  hemostatics  in  gynecological  practice  and  its  introduc- 
tion is  responsible  to  a  great  extent  for  the  conservative  treat- 
ment now  practiced  in  many  diseases  of  the  female  organs  ac- 
companied by  hemorrhage.  It  has  also  been  used  with  satis- 
factory results  in  hemoptyses.  The  first  to  employ  styptol 
both  internally  and  externally  in  bleeding  from  the  urethra  Was 
R.  Kaufmann  of  Frankfort  on  the  Main  (Deutsch.  Medicinal 
Zeitung,  March,  1905).  He  recommends  it  internally  partic- 
ularly in  the  bleeding  of  urethritis  and  cystitis  gonorrhoica  and 
in  hypertrophy  of  the  prostate.  It  was  also  employed  with  suc- 
cess as  injection  in  the  form  of  a  2%  solution  into  the  urethra 
for  the  hemorrhages  following  injury  to  the  mucous  membrane 
secondary  to  instrumentation.  Kaufmann  states  that  not  a 
single  case  was  seen  where  styptol  disappointed,  despite  the 
fact  that  some  of  the  hemorrhages  were  quite  copious.  Berg 
(Central-bit.  f.  d.  Krank.  d.  Harn  u.  Sexualorg.  January, 
1905)  employed  styptol  to  control  bleeding  from  the  bladder 
before  introducing  the  cystoscope.  He  also  finds  that  the  ir- 
ritation caused  by  the  examination  disappears  sooner  with 
styptol.  Since  the  drug  also  possesses  decided  anesthetic  prop- 
erties, it  must  be  regarded  as  superior  to  ergotin.  According 
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to  Desnos,  ergot  increases  the  contractions  of  the  bladder,  thus 
aggravating  the  congestion  and  the  tendency  to  hemorrhage. 

Pharmacological  investigations  have  shown  that  styptol  acts 
as  a  vasoconstrictor  upon  the  vessels  of  the  pelvic  organs.  It 
would  be  logical  to  conclude  that  as  a  result  the  blood  pressure 
will  rise  but  as  a  rule  there  is  slight  fall  or  no  change  since  an 
appreciable  influence  is  exerted  only  upon  the  vessels  of  the 
pelvic  organs,  which  constitute  only  a  small  portion  of  thd 
entire  vaso-motor  area.  There  is  also  a  distinct  sedative  action 
upon  the  nervous  system  and  a  slowing  of  the  heart  beat. 

In  the  animal  experiment,  the  drug  has  been  found  to  be 
only  slightly  toxic.  Owing  to  the  very  slight  degree  of  toxicity 
and  the  great  difference  between  the  therapeutic  and  the  fatal 
dose,  it  is  permissible  to  increase  the  ordinary  dose,  if  not  ef- 
fective. Unlike  ergot  and  hydrastis,  disagreeable  or  dangerous 
after-effects  are  not  known.  The  general  consensus  of  opinion 
is  that  styptol  is  the  safest  and  at  the  same  time  most  efficient 
hemostatic  for  bleeding  of  any  one  of  the  pelvic  organs,  that 
we  possess  at  present. 

The  average  dose  of  styptol  is  f  grain  three  times  a  day,  but 
this  dose  may  be  increased  to  three  or  more  times  the  amount, 
if  necessary,  in  severe  cases. 

The  following  cases  will  illustrate  my  method  of  treatment 
and  the  action  of  styptol: 

Case  No.  i.  An  old  man,  age  65,  widower,  occupation 
doing  light  work  about  his  son's  store.  I  was  called  late  the 
night  of  October  31st,  1907,  to  his  home.  Found  the  old 
gentleman  in  state  of  great  anxiety,  face  pale  and  very  nervous. 
The  feet  and  hands  were  cold  with  hot  applications  ineffective. 
Pulse  very  feeble,  almost  imperceptible  when  arm  was  raised. 
History  of  case:  Hemorrhages  from  bladder  for  five  days, 
checked  intermittently.  The  family  history  was  good.  Pa- 
tient had  always  been  quite  healthy  to  date  of  attack,  though 
he  had  always  bled  easily.  I  learned  that  two  other  doctors 
had  been  attending  the  case.  I  requested  a  consultation  with 
the  last  employed  before  taking  the  case.  Being  urged  by  the 
son  and  daughters  to  do  something  at  once,  while  waiting  for 
their  doctor  to  come,  I  examined  the  urine  which  patient  had 
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just  voided.  It  was  almost  a  clot  of  arterial  blood.  The 
patient  pleaded  for  relief  and  I  proceeded  to  irrigate  the  blad- 
der with  a  2c/c  solution  of  styptol.  By  the  time  this  was  done 
the  patient  became  drowsy  and  declared  himself  greatly  re- 
lieved. The  constant  tenesmus  was  lessened  by  removal  of  the 
clots  from  the  bladder.  The  hemorrhage  was  also  controlled 
after  the  second  flushing  of  the  bladder  and  patient  rested  com- 
fortably. The  doctor  had  arrived  and  from  him  I  learned  of 
the  previous  treatment  employed.  Nearly  everything  had  been 
employed  in  the  way  of  astringents  and  hemostatics.  Ergot 
had  been  given  internally  and  tried  in  a  weak  solution  in  irri- 
gating the  bladder.  Adrenalin  also  had  been  used  in  dilute 
solution  to  flush  the  bleeding  membrane  with  only  temporary 
relief.  As  soon  as  the  patient  tried  to  get  up  on  his  feet  or 
exercise  there  was  a  return  of  the  old  trouble.  It  had  weakened 
the  old  man  to  such  an  extent  that  by  the  end  of  the  week  he 
was  unable  to  leave  his  bed.  With  the  consent  and  further  ad- 
vice from  the  family  doctor  it  was  decided  to  give  the  patient 
styptol  tablets  internally,  two  tablets  four  times  daily.  The 
bladder  was  also  irrigated  twice  a  day  with  a  2%  solution  of 
the  remedy.  A  generous,  easily  assimilated  diet  was  ordered 
with  rest  in  bed  for  at  least  two  days,  after  all  hemorrhage  had 
stopped.  The  following  day  the  urine  was  voided  about  every 
three  or  four  hours  and  contained  very  little  show  of  blood. 
The  patient  remained  in  bed,  resting  comfortably  and  sleeping 
most  of  the  time.  After  three  days  had  elapsed  the  irrigation 
of  the  bladder  was  discontinued  and  the  only  medicine  given 
was  the  styptol  tablets  internally.  By  the  end  of  the  week  the 
patient  had  so  far  recovered  that  he  was  able  to  get  up  and 
dress  himself.  There  was  no  return  of  any  hemorrhage  and 
it  was  suggested  that  a  cystoscopic  examination  of  the  bladder 
be  made  to  find  the  cause  of  the  trouble.  But  the  patient  ob- 
jected so  strenuously  that  the  attempt  was  abandoned.  Re- 
covery was  uneventful. 

Case  No.  2.  A  Swedish  American,  aged  39,  widower,  oc- 
cupation photographer,  appeared  for  treatment  December  15th, 
1907.  Family  history  good,  father  is  still  living,  age  78,  but 
had  been  afflicted  with  chronic  cystitis  and  prostatitis  for  many 
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years.  The  son  had  contracted  gonorrhoea  about  three  years 
before  and  had  been  under  treatment  for  over  seven  months 
before  the  discharge  entirely  disappeared.  After  that  he  had 
experienced  great  difficulty  in  urinating,  the  stream  becoming 
very  small  and  he  had  all  the  accompanying  symptoms  of  or- 
ganic stricture.  He  was  examined  and  treated  for  stricture. 
When  he  consulted  me  he  complained  of  a  return  of  all  the 
symptoms  of  the  former  stricture.  He  also  informed  me  that 
he  was  very  much  afraid  of  being  treated,  not  on  account  of  the 
pain  but  the  severe  hemorrhages  which  followed  the  sounding 
and  even  catheterization  of  the  canal.  From  his  description  I 
learned  that  an  internal  urethrotomy  had  been  performed  with 
a  Mennonieres  urethrotome.  By  the  use  of  this  instrument  the 
entire  canal  is  cut  from  the  meatus  to  the  membranous  portion. 
The  blade  passes  in  on  a  grooved  director  and  as  it  has  two  cut- 
ting edges  the  incision  made  by  insertion  is  repeated  by  the  with- 
drawal of  the  blade.  It  is  absolutely  sure  that  all  strictures 
along  its  path  are  severed  as  well  as  such  parts  of  the  canal  not 
wide  enough  to  allow  the  blade  to  pass.  After  the  cutting  with 
the  Urethrotome  a  large  sized  sound  was  passed  and  allowed  to 
remain  for  about  a  half  an  hour,  but  the  patient  was  not  able 
to  leave  the  operating  table  for  many  hours  on  account  of  the 
profuse  hemorrhage  which  followed.  Finally  after  the  appli- 
cation of  ice  and  by  constriction  at  both  the  meatus  and  root 
of  penis  a  clot  was  formed.  He  then  managed  to  get  home  in 
his  buggy.  But  during  the  night,  being  unable  to  retain  urine 
longer  the  act  of  micturation  was  followed  by  another  profuse 
hemorrhage.  After  trying  in  vain  to  stop  the  flow  of  blood 
himself,  he  called  his  doctor  for  help.  He  couldn't  remember 
or  never  knew  what  the  various  remedies  were  which  the  doctor 
employed  in  his  attempts  to  check  the  bleeding.  But  he  dis- 
tinctly remembers  that  the  final  measure  which  was  successful 
consisted  in  keeping  a  large  sized  sound  in  the  canal  all  night. 
This  effectually  plugged  the  source  of  his  sanguinary  fountain 
and  had  to  be  resorted  to  several  times  before  he  was  out  of 
danger.  After  he  had  related  his  experience  I  could  not  help 
sympathizing,  at  the  same  time  I  realized  the  seriousness  of  re- 
opening the  old  wound.    I  examined  the  patient  and  found 
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the  parts  free  from  all  tenderness.  I  tried  to  insert  a  No.  8 
soft  rubber  catheter,  but  at  the  end  of  the  spongy  portion  there 
was  an  obstruction.  I  finally  succeeded  in  passing  the  stricture 
with  a  very  small  gum  catheter.  After  these  manipulations  I 
expected  to  see  some  bleeding,  but  was  agreeably  disappointed. 
I  explained  to  the  patient  the  nature  of  the  stricture,  which  was 
quite  extensive,  the  hard  cicatricial  tissue  being  perceptible  be- 
tween the  catheter  and  the  outer  surface.  I  advised  an  open 
operation  and  excision  of  the  entire  strictured  portion.  He 
objected  to  this  plan  as  it  would  oblige  him  to  remain  at  the 
hospital  for  at  least  a  week  or  ten  days.  The  next  proposition 
was  to  dilate  the  stricture  by  divulsion  and  retaining  the  sound 
for  24  hours  at  least.  Taking  into  consideration  his  former 
experience  with  the  internal  operation,  I  advised  him  to  pre- 
pare for  bleeding  by  taking  the  styptol  internallv  for  at  least  a 
week  before  operating.  This  the  patient  agreed  to  do.  I  op- 
erated on  him  the;  22nd  of  December,  removing  the  stricture  by 
means  of  rapid  divulsion.  This  was  followed  by  the  insertion 
of  a  No.  18  sound  which  passed  into  the  bladder  quite  freely. 
There  was  some  hemorrhage  but  not  as  much  as  usually  follows 
such  an  operation.  The  canal  was  irrigated  with  a  2%  solu- 
tion of  styptol  after  the  sound  had  remained  in  the  canal  for 
nearly  one  hour.  Following  the  irrigation  with  four  quarts 
of  the  hemostatic  solution  there  was  hardly  any  show  of  blood. 
The  patient  after  resting  for  a  short  time  was  allowed  to  walk 
to  the  L  station  and  go  to  his  home,  accompained  by  a  friend. 
He  appeared  the  following  day  for  treatment,  reporting  him- 
self in  fine  condition,  having  enjoyed  a  good  rest  without  a  sign 
of  hemorrhage.  The  urine  he  passed  in  the  morning  being 
only  slightly  tinged  with  blood.  Of  course  he  complained  of 
soreness  during  urination  and  tenderness  of  the  touch.  It  was 
owing  to  this  sensitiveness  and  his  pleading  to  spare  him  more 
torture  that  caused  me  to  act  agaist  my  better  judgment.  I  had 
cocoaini/ed  the  mucous  membrane  before  operating  and  had 
decided  not  to  repeat  the  anaesthetic.  But  I  consented  and  in- 
troduced a  5%  solution  of  a  pledget  of  cotton  as  far  as  the 
perineal  curve.  I  had  barely  removed  the  swab  when  I  noticed 
my  patient  become  deathly  pale,  lips  syanosed  and  his  limbs 
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stiff.  His  breathing  after  entirely  ceasing  a  short  interval  was 
stertorous.  The  eyes  were  stary,  pupils  dilated,  eye  ball  fixed 
and  glassy.  I  shook  the  patient  and  dashed  cold  water  in  his 
face.  Then  suddenly  he  rose  up,  leaped  from  the  chair  and 
made  for  the  door.  I  had  two  assistants  and  a  friend  of  the 
patient  help  me  to  hold  him.  He  tore  his  clothes  gasping  for 
breath  and  after  a  few  minutes  being  able  to  articulate  he 
begged  for  air.  He  was  delirious  and  thought  we  were  trymg 
to  smother  him.  It  took  our  combined  strength  to  keep  him 
from  leaping  out  of  the  window.  The  patient  gradually  be 
came  subdued  and  regained  consciousness.  It  was  over  three 
hours,  however,  before  I  considered  him  entirely  safe  and  be- 
yond the  effect  of  the  most  treacherous  narcotic,  i.  e.,  cocaine. 
He  was  taken  home  and  the  next  day  I  was  informed  that  he 
had  several  lapses  of  memory  of  slight  duration,  being  still 
somewhat  delirious  before  going  to  sleep.  All  traces  of  the 
constitutional  effects  of  the  cocaine  were  gone  when  he  called  at 
my  office  the  following  afternoon.  He  was  perfectly  willing 
to  undergo  the  painful  ordeal  of  sounding  without  the  anaes- 
thetic and  never  whimpered  during  the  entire  treatment.  I 
found  upon  questioning  that  he  had  been  afflicted  with  St.  Vitus' 
dance  in  childhood.  It  had  left  him  with  a  nervous  twitching 
of  the  muscles  around  the  eye  and  an  easily  excited  nature. 
This  may  account  for  the  extraordinary  effect  following  the 
absorption  of  the  cocaine.  This  absorption  was  rapid  as  it 
entered  the  circulation  through  the  solution  of  continuity  of 
tissue  caused  by  the  divulsion  or  tearing  of  the  walls  of  the 
urethra.  This  explains  why  the  patient  experienced  no  ill 
effects  from  the  first  application  of  the  cocaine  solution  though 
it  was  double  the  strength.  The  subsequent  history  of  the  case 
was  uneventful  and  recovery  complete.  I  have  found  stypto! 
so  much  superior  in  all  respects  td>  other  astringents,  especially 
in  my  work,  that  I  depend  upon  it  very  much.  There  is  no 
danger  of  hard  clots  of  blood  forming  to  annoy  or  obstruct  the 
free  passage  of  urine.  It  is  an  ideal  remedy  in  all  internal 
hemorrhages. 
122  Monroe  St. 

[A  third  case  is  reported  by  the  author,  but  we  have  been  obliged  to  omit  it 
for  lack  of  space. — Ed.] 
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THE  SERUM  DIAGNOSIS  OF  SYPHILIS 

A  Synthetic  Review  of  the  Progress  Gained  in  this  Field 
During  the  Year  1908. 

By  G.  A.  DeSantos  Saxe,  M.  D.,  New  York. 

Instructor  in  Genito-Urinary  Diseases,  New  York  Postgraduate  Medi- 
cal School  and  Hospital. 
(Concluded  from  February) 

THE  method  which  Noguchi  employed  for  detecting  an  in- 
crease of  the  protein  in  the  cerebrospinal  fluids  affords  a  much 
sharper  and  more  enduring  means  of  differentiating  normal 
from  paralytic  spinal  fluid  than  the  Nonne  method  of  half-saturation 
with  ammonium  sulphate.  It  is  very  simple  and  can  be  made  with  small 
quantities  of  material  in  less  than  half  an  hour.  Its  diagnostic  value 
has  been  found  to  be  equivalent,  if  not  superior  to  that  of  cytological 
examination.    The  technique  of  this  method  is  as  follows: 

To  0.1  c.c.  of  spinal  fluid  add  0.4  c.c.  of  the  10  per  cent,  butyric 
acid  (Specimens  which  had  been  preserved  in  the  refrigerator  for  about 
one  year,  or  those  from  which  all  cellular  elements  have  previously 
been  removed  by  centrifugalization,  are  equally  good  for  the  test.) 
Boil  briefly  over  a  flame,  then  add  quickly  0. 1  c.c.  of  normal  solution 
of  sodium  hydroxide  and  reheat  briefly.  Allow  the  test  tube  to  stand 
in  a  frame  and  observe  the  reaction.  Read  the  reaction  for  diagnosis 
after  ten  to  twenty  minutes;  longer  standing,  extending  to  several  hours, 
offers  no  advantage,  and  the  characteristic  appearance  of  the  reaction 
becomes  less  obvious  after  the  lapse  of  this  time.  In  the  spinal  fluid 
from  cases  of  general  paralysis  cerebrospinal  lues,  testiary  lues,  and 
tabes,  a  coarse  granular  or  flocculent  precipitate  appears,  which  gradu- 
ally settles  down  to  the  bottom  of  the  test  tube  leaving  the  fluid  above 
clear.  In  the  spinal  fluid  from  cases  of  alcoholic  psychoses,  dementia 
praecox,  and  epilepsy,  as  well  as  from  normal  subjects,  there  occurs  a 
slight  and  diffuse  opalescence  only,  and  no  coarse  percipitate  forms  even 
after  several  hours.  In  case  of  an  ambiguous  reaction  a  test  with  0.2  c.c. 
of  the  spinal  fluid  must  be  made,  and  this  usually  decides  the  point. 

Since  the  article  just  referred  to  had  been  written,  Noguchi 
has  examined  a  considerable  number  of  specimens  of  blood  and  of  spinal 
fluid,  and  at  the  time  of  going  to  press  he  informs  the  author  that  he 
now  only  confirms  his  earlier  observations,  but  also  expresses  the  belief 
that  the  globulin  content  is  a  more  delicate  indicator  for  the  presence  of 
latent,  as  well  as  active  syphilitic  infection  than  is  the  Wassermann 
reaction.    In  other  words,  the  butyric  acid  test  possesses  a  prognostic 
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value,  as  well  as  a  diagnostic.  Noguchi  believes  that  physicians  are  now 
justified  in  performing  lumbar  puncture  and  having  the  spinal  fluid 
examined  by  the  Noguchi  test,  in  order  to  obtain  a  clear  cut  prognosis 
in  a  syphilitic  patient.  The  persistance  of  the  Noguchi  reaction  in  a 
syphilitic  is  decidedly  unfavorable,  and  may  point  to  the  development 
of  one  of  the  parasyphilitic  diseases. 

IV.     IS  THE  SERUM  REACTION  OF  SYPHILIS  SPECIFIC? 

From  the  very  first,  there  have  been  doubts  as  to  the  specific  char- 
acter of  the  serum  reaction  of  syphilis,  even  of  the  reaction  practiced 
with  all  scientific  refinements  as  in  Wassermann's  original  method.  As 
we  have  said  elsewhere  in  this  review,  Wassermann  himself  now  regards 
the  reaction  as  due  to  the  union  of  a  specific  globulin  (amboceptor)  which 
has  the  property  of  fixing  the  complement  in  the  presence  of  an  anti- 
gen, the  latter  being  a  substance  of  the  lipoid  group. 

At  the  close  of  the  year  1907,  there  had  appeared  an  important 
paper  by  Braun  (Berliner  Klin.  Wochenschrift,  December  2,  1907, 
page  1535)  ;  and  soon  afterwards  another  paper  by  Weil  and  Braun 
(Ibid.  December  30,  1907,  page  1682).  These  observers  had  found 
that  the  Wassermann  reaction  could  be  obtained  with  the  extracts  of 
normal  livers  as  antigen,  the  remainder  of  the  technique  of  Wasser- 
mann being  the  same,  save  that  no  syphilitic  organ  extract  was  used. 
While  they  doubt  the  specificity  of  the  antigen,  those  authors  could  not 
obtain  the  reaction  with  nonsyphilitic  sera.  In  nearly  every  case  in  the 
numerous  control  tests  made  with  Wassermann's  method,  the  non- 
syphilitic  sera  were  negative. 

The  observations  of  Braun  and  Weil  were  afterwards  confirmed  by 
Citron  (Berl.  Klin.  Woch.,  October  28,  1907,  page  1370)  ;  Lansteiner 
(Wiener  Klin.  Woch.,  December  12,  1907,  page  1565)  ;  Levaditi 
and  Marie  (Revue  Prat,  des  Mai  cutan.  1907,  page  312;  1908,  page 
95)  ;  and  by  Michaelis  (Berl.  Klin.  Woch.  Sept.  2,  1907,  page  1107.) 
None  of  these  observers,  however,  records  cases  of  the  positive  Wasser- 
mann reaction  obtained  with  normal  sera,  although  they  agree  that 
the  antigen  need  not  necessarily  be  of  syphilitic  origin,  so  long  as  it  is 
an  extract  containing  the  alcohol-soluble  (lipoid)  substances  of  an 
organ. 

Hans  Much  (Med.  Klinik,  loc.  cit.)  also  doubts  the  specific  char- 
acter of  the  Wassermann  reaction,  warns  us  against  too  great  hopes  in 
the  direction  of  its  positive  diagnostic  value  and  insists  that  a  positive 
reaction  does  not  necessarily  mean  the  presence  of  a  syphilitic  infection. 
In  three  of  the  cases  quoted  by  him,  a  positive  reaction  was  obtained, 
yet  one  of  the  patients  had  just  recovered  from  typhoid,  the  second 
had  malaria,  and  the  third  was  suffering  from  Vincent's  angina. 

Some  doubt  as  to  the  specific  character  of  the  reaction  was  also  cast 
by  the  report  of  Bauer   (Berl.  Klin.  Woch.,  1908,  No.  17)  who 
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found  that  human  serum  after  having  been  treated  with  sheep's  blood 
showed  the  same  reaction  as  the  serum  of  syphilitic  patients.  Bauer 
thinks  it  is  important  to  study  further  the  behavior  of  sheep's  serum, 
and  explains  the  phenomenon  reported  by  assuming  that  the  serum  of 
syphilitics  contains  amboceptors  whose  activity  is  masked  by  the_pres- 
ence  of  other  substances,  which  manifest  a  greater  avidity  for  the 
complement. 

As  yet,  the  whole  question  of  the  specific  character  of  the  reaction  is 
unsolved  from  the  theoretical  viewpoint.  That  it  is  clinically  specific 
seems  to  be  an  established  fact  from  the  results  already  obtained. 

V.     THE  DIAGNOSTIC  VALUE  OF  THE  REACTION. 

From  the  considerable  literature  thus  far  published  upon  the  re- 
sults of  Wassermann's  reaction,  one  is  able  to  gather  a  large  number 
of  cases  examined  and  thus  to  present  weighty  statistics.  A  useful  table 
of  results  is  published  in  the  Butler  article,  "  The  Serum  Diagnosis 
of  Syphilis,"  (Journal  of  the  A.  M.  A.,  September  5,  1908),  who  col- 
lected the  casuistic  of  Wassermann's  reaction  beginning  with  the  pub- 
lication of  Detre's  first  paper  in  1906,  and  ending  with  Blaschko's 
article,  which  appeared  during  the  year.* 

Without  going  into  detail  as  to  the  statistics  of  the  results  of  Was- 
sermann's test,  it  may  be  said  in  general,  that  up  to  the  present  over 
3,000  cases  have  been  tested  with  the  Wassermann  method,  and  the 
estimate  of  positive  results  in  syphilitics  varies  from  80  to  95  per  cent. 
Authors  differ  markedly  as  to  the  percentage  of  positive  results  which 
they  obtained.  Thus  Blaschko,  in  270  syphilitics,  obtained  87  per  cent, 
positive  reactions.  He  got  negative  reactions  in  all  non-syphilitics. 
Muller  (Wiener  Klin.  Wochenschrift,  1908,  Vol.  21,  p.  282)  found 
94  per  cent,  positive  reactions  in  197  cases,  while  in  500  controls,  97 
per  cent,  were  negative.  According  to  Butler,  the  reaction  is  positive 
in  from  50  to  60  per  cent,  of  latent  cases,  and  in  from  70  to  80  per 
cent,  of  patients  with  parasyphilitic  affections. 

Negative  reactions  have  been  obtained  in  about  15  per  cent,  of  cases 
with  manifest  syphilis.  This  circumstance  should  be  borne  in  mind 
in  interpreting  negative  serum  reactions,  and  in  no  case  should  a 
patient  be  declared  free  from  syphilis  because  the  reaction  is  found 
negative. 

A  positive  reaction,  so  far  as  we  know  from  results  up  to  date  simply 
means  as  Wassermann  states:  "That  syphilis  exists,  either  past  or 
present ;  not  necessarily  as  an  active  process." 

*  Butler  adds  his  own  statistics  of  125  cases.  His  article  is  of  great 
interest  and  importance,  but  space  will  forbid  us  from  going  into  the  details 
of  his  results.  His  conclusions,  however,  are  in  accordance  with  the  general 
trend  of  thought  and  opinion  as  regards  the  Wassermann  reaction  at  the 
present  time. 
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VI.    THE  INFLUENCE  OF  TREATMENT  UPON  THE  REACTION. 

Inasmuch  as  Wassermann's  reaction  is  assumed  to  be  dependent  upon 
the  presence  of  antibodies  in  the  serum  of  a  syphilitic  patient,  the 
natural  assumption  would  be  that  treatment  by  means  of  mercury,  etc., 
would,  if  carried  on  to  a  sufficient  degree,  eventually  so  combat  the  in- 
fection that  the  organism  no  longer  would  develop  antibodies.  In 
other  words,  patients  who  have  been  treated  sufficiently  would  show 
a  negative  reaction,  while  those  in  whom  treatment  was  insufficient  and 
who  threaten  to  develop  further  lesions,  or  who  are  carriers  of  unseen 
syphilitic  lesions,  would  show  a  positive  reaction.  If  this  were  so,  the 
prognosis,  and  the  need  of  treatment  could  be  regulated  simply  by  ap- 
plying the  serum  reaction. 

Unfortunately  the  matter  is  not  quite  so  simple.  Opinions  are 
divided  to  a  wide  degree  as  to  the  real  influence  of  treatment  upon  the 
reaction.  The  majority  of  the  writers  who  have  dealt  with  this  ques- 
tion during  the  year  under  review  do  not  commit  themselves  any  fur- 
ther than  to  say  that  a  negative  reaction  is  an  encouraging  sign  in  a 
case  which  has  been  treated  for  a  considerable  length  of  time.  Hoffmann 
and  Blumenthal  (Dermat.  Zeitschrift,  1908,  Vol.  16,  page  23)  are 
very  doubtful  as  to  the  value  of  the  reaction  as  a  measure  of  treat- 
ment, and  report  among  others  a  case  in  which  the  reaction  was  positive 
13  years  after  the  initial  lesion.  The  man  had  been  free  from  all 
symptoms  for  12  years,  had  married  eight  years  before  the  test  and  had 
healthy  children.  Blaschko  found  a  positive  reaction  in  a  man  who 
had  been  treated  for  10  years  by  Fournier's  method  of  intermittent  mer- 
cury treatment  (Berl.  Klin.  Woch.,  April  6,  1908). 

Others  are  far  more  hopeful.  Thus,  Bruck  and  Stern  (Deutsche 
Med.  Woch.,  1908)  found  a  positive  reaction  in  29.5  per  cent,  of 
treated  cases,  and  in  82.3  per  cent,  of  untreated  cases.  Lesser  (Med. 
Klinik,  March  1,  1908,  page  299),  and  Michaelis  (he.  cit.)  regard 
mercury  as  a  means  of  rendering  the  occurrence  of  the  reaction  less 
probable. 

A  rather  enthusiastic  view  was  held  by  Citron  at  the  close  of  1907 
(Berl.  Klin.  Woch.,  No.  43,  1907,  and  No.  10,  1908).  He  an- 
nounced two  laws:  (1)  "  The  longer  a  syphilitic  virus  has  acted  upon 
the  organism,  the  more  frequently  it  has  produced  relapses,  the  more 
abundant  are  the  antibodies  in  the  serum."  (2)  "The  earlier  the 
mercury  treatment  has  been  begun,  the  longer  it  has  been  continued, 
the  more  frequently  it  has  been  repeated,  the  more  efficient  the  method 
of  its  application  and  the  shorter  the  time  elapsed  since  the  last  treatment, 
the  smaller  will  be  the  quantity  of  antibodies."  Citron  hopes  that  by 
regular  examination  in  the  course  of  treatment  the  administration  of 
mercury  will  be  renewed  when  the  antibodies  reappear  or  increase.  This 
view  has  not  been  accepted  by  the  majority  of  authors  during  the  past 
year.   (Fischer,  Therapie  der  Gegenwart,  April,  1908). 
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Blaschko  (Med.  Klin.,  1908,  No.  31)  had  hitherto  been  an  oppo- 
nent of  the  chronic  intermittent  treatment  with  mercury,  but  now  em- 
ploys the  serum  reaction  at  intervals  and  renews  treatment  whenever 
the  reaction  is  positive.  In  this  way  he  hopes  to  obtain  far  better  results. 
Butler  (loc.  cit.)  endorses  this  view,  and  believes  that  a  positive  re- 
action indicates  the  need  of  anti-syphilitic  treatment. 

VII.  SUMMARY. 

In  the  above  review  we  have  tried  to  present  both  the  value  and  the 
limitations  of  the  method  of  serum  diagnosis  of  syphilis  in  an  impartial 
manner.  We  have  seen  that  the  year  1908  has  been  characterized  by 
work  of  the  utmost  importance  in  this  field,  but  that  a  great  deal  still 
remains  to  be  done,  both  in  the  laboratory  and  in  the  clinic,  before  the 
serum  reaction  of  syphilis  can  assume  its  proper  place  among  our  ac- 
cepted diagnostic  methods. 

The  year  has  been  marked  especially  by  a  number  of  attempts  to  sim- 
plify the  technique  of  the  Wassermann  reaction  so  as  to  render  it 
accessible  to  the  practitioner.  It  seems  that  Noguchi's  method  offers  the 
combined  advantage  of  simplicity  and  truthworthiness  as  compared  to 
the  other  substitutes  for  the  original  Wassermann  technique,  so  far  as 
is  shown  by  Noguchi's  unpublished  results,  and  by  the  present  writer's 
experience  with  this  method. 

From  the  reports  thus  far  published,  it  appears  that  the  Wassermann 
reaction  occurs  in  about  85  per  cent,  of  syphilitics.  We  do  not  know  as 
yet  why  it  is  negative  in  the  remaining  15  per  cent.  We  do  not  know, 
furthermore,  whether  or  not  the  reaction  is  dependent  upon  the  pres- 
ence of  a  specific  antibody  which  can  be  eventually  isolated,  leading  us 
possibly  to  the  discovery  of  a  method  of  immunizing  the  organism 
against  syphilis. 

Great  care  should  be  exercised  in  interpreting  negative  reactions.  As 
yet,  such  negative  reactions  are  not  necessarily  evidences  of  the  absence 
of  syphilis,  or  indications  of  favorable  prognosis.  It  is  possible,  how- 
ever, that  with  further  study  we  shall  be  able  to  interpret  negative 
serum  reactions  in  syphilis  much  more  accurately. 

From  the  evidence  submitted  thus  far,  the  influence  of  treatment 
upon  the  reaction  is  not  quite  clearly  established.  For  want  of  a  bet- 
ter standard,  the  need  of  treatment  may  be  assumed  when  the  reaction 
is  positive,  reserving  our  right  to  change  this  view  when  more  definite 
data  on  this  subject  are  at  hand.  Above  all,  we  should  beware  of  ad- 
vising a  patient  to  marry  on  the  strength  of  a  negative  Wassermann 
reaction,  even  if  repeatedly  performed,  unless  this  patient  fulfils  the 
old  requirements  of  a  sufficient  number  of  years'  treatment. 
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A  NOTE  ON  THE  USE  OF  NEISSER-BACTERIN 
(GONOCOCCUS  VACCINE)  IN  GONORRHEAL 
ARTHRITIS. 

By  William  J.  Robinson,  M.  D.,  New  York. 

WE  confess  that  the  announcement  of  Sir  Almroth 
Wright's  discovery  did  not  excite  in  us  a  very  high 
degree  of  enthusiasm,  and  the  late  developments 
of  sero-therapy  left  us  somewhat  cold  and  indifferent.  One 
who  has  practiced  a  number  of  years  with  his  eyes  open,  one  who 
reads  very  many  articles  in  very  many  different  journals,  one 
who  knows  even  but  a  modicum  of  the  history  of  medicine,  does 
not  get  readily  enthused.  True,  there  have  been  published 
quite  a  good  many  favorable  and  even  glowing  reports  on  the 
results  obtained  from  the  various  sera  and  vaccines;  but  then 
the  writer  has  a  retentive  memory  and  he  well  remembers 
glowing  reports  on  remedies  which  are  now  resting  in  com- 
plete and  well-deserved  oblivion.  It  is  unfortunate  that  it 
should  be  true,  but  it  is  true,  that  our  periodical  literature 
contains  many  reports  which  are  the  result  of  careless  or  faulty 
observation,  of  sophomoric  enthusiasm  or,  what  is  still  worse, 
of  a  desire  to  get  into  print  and  obtain  some  free  advertising. 
So,  as  we  stated,  we  remained  cold,  but  judicial,  to  the  late  de- 
velopment of  sero-vaccino-therapy.  But  the  reports  are  be- 
coming too  numerous  to  be  entirely  disregarded  by  the  progres- 
sive and  non-nihilistic  physician.  And  so  we  decided  to  give 
vaccino-therapy  a  cautious  trial.  We  have  not  felt  called  upon, 
so  far,  to  experiment  with  the  vaccines  in  acute  or  chronic  gonor- 
rheal urethritis,  and  for  two  reasons :  first,  the  reports  have  not 
been  sufficiently  encouraging,  and,  second,  the  methods  at  our 
command  are  quite  satisfactory:  in  our  hands  at  least. 

The  case  is  different  with  gonorrheal  arthritis.  This  dis- 
ease has  long  been  one  of  the  most  unpleasant  of  the  opprobia 
medicinae :  the  martyrdom  and  despair  of  both  patient  and 
physician.  And  though,  since  acting  upon  the  suggestion  of  Dr. 
William  F.  Waugh  of  Chicago,  an  astute  observer,  and  thor- 

IIO 


USE  OF  NEISSER-BACTERIN  in 

oughly  practical  physician,  and  "saturating"  our  patients  with 
the  sulphides  of  calcium  and  arsenic,  our  results  have  been 
better  than  previously,  we  still  come  across  patients,  who  have 
run  the  gamut  of  all  the  preparations  of  the  United  States 
Pharmacopeia,  National  Formulary,  New  and  Non-Official 
Remedies,  ethical  and  non-ethical  proprietaries,  nostrums  and 
common  patent  medicines  and  without  the  slightest  results  (ex- 
cept that  of  ruining  the  stomach).  Such  a  case  was  that  of 
Mr.  B.,  who  besides  using  numerous  remedies  of  the  classes 
indicated  above,  was  also  subjected  to  electricity,  Turkish  baths, 
hot  air,  passive  hyperemia,  and  osteopathy.  These  treatments 
did  not  make  him  any  better,  the  last — osteopathy — made  him 
distinctly  worse.  When  he  came  to  us,  we  tried  for  a  week 
very  large  doses  of  calx  sulphurata  and  arsenic  sulphide,  and 
inunctions  of  Ung.  Crede,  but  the  results  were  practically  nil. 
We  then  decided  to  try  the  gonococcus  vaccine  or  Neisser- 
bacterin  (Mulford).  Without  going  into  the  details  of  the 
case  we  will  state  that  after  the  use  of  eight  injections  the 
patient  was  able  to  walk  freely,  stated  that  in  three  years  he 
had  not  been  so  free  from  pain,  and  the  swelling  of  the  knees 
and  around  the  ankles  was  almost  completely  gone.  We  ad- 
ministered three  injections  of  25  million  gonococci  each,  and 
five  of  50  million  each.  At  no  time  was  there  any  appreciable, 
local,  or  constitutional  reaction.  No  other  remedies  whatso- 
ever were  employed.  We  treated  two  more  cases,  and  while 
the  results  in  these  were  not  quite  so  eclatant,  as  our  German 
friends  say,  still  the  results  were  sufficiently  definite  to  justify 
us  in  stating  that  there  was  causal  relationship  between  the 
improvement  and  the  administration  of  the  bacterin,  and  that 
we  are  not  mistaking  post  hoc  for  propter  hoc.  No  scientific 
conclusions  can  be  drawn  from  three  clinical  cases,  but  we  be- 
lieve that  all  results  with  the  newer  therapy,  favorable  or  un- 
favorable, should  be  reported.  Only  thus  will  its  correct  status 
be  established. 

And  in  conclusion,  we  feel  impelled  to  make  this  remark  to 
our  confreres:  if  we  wish  to  avoid  endless  confusion,  and 
an  apparently  unexplainable  contradictoriness  in  results, 
we  should  be  careful  when  making  reports  to  specify  the  manu- 
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facture  of  the  serum  or  vaccine,  which  we  have  used.  For  no 
greater  error  can  be  entertained  than  the  idea  that  all  sera  and 
vaccines  are  distinct  and  definite  entities,  such  as  are  for  in- 
stance potassium  iodide  and  mercuric  chloride.  Even  in  deli- 
cate and  expensive  chemicals  and  alkaloids  we  must  be  careful 
to  specify  the  brand,  u  e.  the  names  of  the  manufacturer,  if  we 
wish  to  obtain  definite  results  and  uniform  data.  This  neces- 
sity is  much  greater,  when  dealing  with  the  delicate  and  com- 
plex agents  of  sero-  and  vaccino-therapy.  There  is  a  very  great 
difference  both  as  to  potency  and  purity  between  the  products 
of  various  manufacturers  and  we,  therefore,  repeat  that  both 
in  ordering,  and  in  reporting  results,  the  manufacturer's  name 
should  be  specified,  so  that  credit  and  blame  may  be  put  where 
they  belong. 

The  Rogers-Torrey  Antigonococcic  Serum — Dr.  G.  K.  Swin- 
burne describes  his  results  with  the  Rogers-Torrey  Antigorococcic 
Serum  (Medical  Record,  Nov.  14,  '08)  which  he  has  used  in  the  fol- 
lowing classes  of  cases: 

Chronic  relapsing  epididymitis,  14;  acute  epididymitis,  early  stages, 
27;  muscular  rheumatism,  without  joint  involvement,  14;  muscular 
rheumatism,  with  one  or  more  joints  involved,  10;  purely  joint  cases, 
5 ;  chronic  gonorrhea  of  kidney,  2 ;  involvement  of  tube  and  ovary,  1 ; 
persistant  presence  of  gonococcus  in  urethral  discharge,  2 ;  acute 
prostatitis,  1;  acute  vesiculitis,  1;  threatening  epididymitis,  1. 

In  almost  all  cases  of  relapsing  epididymitis  there  was  marked 
general  improvement  and  diminution  and  cessation  of  pain.  In  cases 
where  relapse  occured  there  was  marked  relief  after  the  second  in- 
jection. Almost  all  the  cases  of  acute  epididymitis  were  similarly 
relieved  of  pain  (within  48  hrs.)  and  quickly  cured.  The  cases  of 
muscular  rheumatism  and  of  pure  joint  lesions  also  responded  to 
treatment.  In  the  two  cases  of  gonorrheal  kidney,  the  gonococci  dis- 
appeared on  treatment  but  the  urine  remained  cloudy.  The  results 
in  the  case  of  involvement  of  tube  and  ovary  suggest  the  further  use 
of  the  serum  in  such  cases.  Contrary  to  the  general  impression  Dr. 
Swinburne  finds  that  the  serum  seemed  to  have  a  decided  power 
as  regards  eliminating  gonococci  in  cases  of  persistent  presence  of  the 
germ  in  urethral  discharge.  The  cases  of  acute  prostatitis  and  ves- 
iculitis were  each  relieved,  but  a  relapse  occurred  in  the  latter  instance. 


REMOVAL  OF  LARGE  RENAL  CALCULUS: 
RECOVERY. 


By  H.  Brunton  Angus,  M.S.,  F.R.C.S.,  Honorary  Surgeon. 

History  and  Diagnosis. 

IT.,  aged  56,  a  miner,  was  admitted  under  my  care  on 
July  14th,  1908,  complaining  of  pain  in  the  right  loin. 
•  For  six  years  on  several  occasions  he  had  had  pains 
in  the  "  small  of  the  back,"  not  confined  to  either  side.  A  year 
before  admission  the  pain  became  localized  in  the  right  loin, 
radiating  into  the  right  iliac  region,  and  sometimes  shooting 
down  to  the  right  testicle.  It  was  so  bad  that  it  doubled  him 
up,  and  sweat  stood  in  drops  on  his  forehead;  vomiting  oc- 


curred during  two  attacks.  For  twelve  months  also  there  had 
been  frequency  of  micturition,  but  he  had  never  noticed  blood 
in  the  urine.  Twenty-six  years  ago  he  passed  a  piece  of  gravel 
the  size  of  a  pea.  A  radiograph  showed  the  presence  of  a 
large  calculus  in  the  right  loin. 
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Operation. 

On  July  17th,  1908,  the  ordinary  oblique  incision  between 
the  last  rib  and  the  iliac  crest  was  made  and  the  right  kidney 
exposed.  The  pelvis  of  the  kidney  was  seen  to  be  distended, 
and  a  hard  body  could  be  felt  through  the  wall.  The  pelvis 
was  incised  in  the  direction  of  the  ureter  and  the  calculus  re- 
moved. The  pelvis  of  the  kidney  was  greatly  hypertrophied  to 
accommodate  the  stone;  the  kidney  was  little  enlarged  and 
seemed  quite  healthy.  A  purse-string  of  medium  catgut  was 
passed  round  the  opdning  in  the  pelvis,  keeping  outside  the  cav- 
ity, and  tied  tightly.  The  wound  was  drained  with  rubber 
tube  and  the  parietes  united  with  interrupted  catgut  sutures, 
silkworm  gut  being  used  for  the1  skin. 

Subsequent  Progress. 

The  wound  healed  without  any  leakage  of  urine,  and  the 
man  got  quite  well. 

Specimen. 

The'  stone,  reddish-brown  and  rough,  is  suggestive  of  ox- 
alate of  lime,  but  as  it  has  not  been  sectioned  I  cannot  give  the 
composition.  It  weighs  6|  oz.,  is  rounded,  and  comes  to  a 
conical  point  where  it  projected  into  the  ureter.  It  is  interest- 
ing to  notice  that  the  kidney  was  not  disorganized,  but  the 
pelvis  had  evidently  grown  with  the  stone  which  it  accommo- 
dated, and  urine'  must  have  passed  all  the  time. 


ABSTRACTS  AND  TRANSLATIONS 


Reinfection  with  Syphilis — The  general  interest  now 
taken  in  researches  on  syphilis  justifies  the  recording  of  certain 
unusual  instances  of  reinfection  or  superinfection  with  this  dis- 
ease. Experiments  with  monkeys  have  shown  that  it  is  possible 
to  make  syphilitic  virus  "take"  again  in  monkeys  previously 
infected  with  syphilis.  Dr.  Pollard's  observations  in  a  human 
case,  recorded  in  a  letter  to  the  Wiener  klinische  Wochen- 
schrift,  is  rather  an  unusual  one.  The  observations  are  of 
much  importance,  since  they  were  corroborated  by  findings  of 
the  Spirochata  pallida.  The  patient  had  suffered  from  typical 
syphilitic  primary  sore  in  1905;  had  had  several  attacks  of 
maculo-papulous  exanthema,  and  had  received  treatment  with 
inunctions  and  injections  with  mercury.  Nevertheless,  in  the 
summer  of  1908  he  appeared  again  at  the  hospital  with  a 
typical  primary  sore  on  the  penis  and  scleradenitis;  there  were 
positive  findings  of  spirochete  in  the  discharge.  No  secondary 
manifestations  appeared  during  the  time  the  patient  was  kept 
under  observation  (six  weeks).  All  cases  of  reinfection  re- 
ported hitherto,  as  well  as  all  animal  experiments,  tend  to  prove 
that  absence  of  secondary  signs  is  the  rule;  the  virus  can  not 
produce  the  lesions  because  the  protective  properties  of  the 
body  are  again  active.  The  question  whether  the  disease  can 
ever  be  actually  cured,  or  whether  its  effects  can  merely  be 
sufficiently  relieved  by  treatment  to  allow  of  a  fresh  infection 
has  hitherto  not  been  answered.  The  only  thing  which  can  be 
looked  on  as  certain  is  that  a  complete  immunization  can  not 
be  confidently  expected. — /.  A.  M.  A.,  Jan.  2,  1909. 

4    4  * 

The  Mercurial  Reaction  as  an  Element  in  the 
Diagnosis  of  Syphilis — F.  Curioni  has  examined  the  urine 
in  a  series  of  cases  of  syphilitics  and  non-syphilitics  respectively, 
all  of  whom  were  given  mercury,  and  then  noted  the  amount  of 
the  drug  excreted  by  the  two  classes.    His  chemical  technics 
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are  described  in  full.  He  came  to  the  following  conclusions: 
( i )  The  mercurial  reaction  in  the  urine  of  the  healthy  is  much 
more  evident  than  in  the  syphilitic,  in  which  sometimes  there 
is  no  reaction  at  all.  This  means  that  the  elimination  of  Hg. 
in  the  urine  of  the  syphilitic  is  always  much  lower  than  in  the 
healthy.  (2)  The  mercurial  reaction  is  nil  or  nearly  so  in 
cases  of  syphilis  recently  contracted,  especially  when  symptoms 
are  apparent.  The  reaction  is  only  slightly  evident  and  never 
so  well  as  in  normal  cases,  in  the  syphilitics  in  whom  two  or 
three  years  have  elapsed  since  the  appearance  of  the  ulcer. 
(3)  Finally,  in  cases  of  long  standing,  say  ten  or  twelve  years, 
the  mercurial  reaction  is  as  evident  as  in  normal  cases  (positive 
reaction).  These  facts  are  explained  on  the  following  theory: 
In  the  first  place,  in  the  subject  of  syphilis,  the  mercury  intro- 
duced perhaps  unites  itself  in  a  special  organic  combination 
with  the  virus,  for  which,  being  a  specific  remedy,  it  must  have 
a  special  affinity,  and  in  this  condition  it  does  not  pass,  or  passes 
only  with  difficulty,  the  renal  filter,  and  at  the  same  time  does 
not  have  any  offensive  action  on  the  organism.  Thus  in  this 
fashion  it  would  be  easy  to  understand  the  old  empiric  advice  to 
wait  before  commencing  the  general  cure  until  the  secondary 
symptoms  have  appeared  and  remain  in  view  for  some  time. 
Some  contend  that  the  morbid  evolution  is  milder  and  more 
regular  if  the  general  treatment  is  commenced  rather  later  and 
not  before  the  secondary  symptoms.  On  the  other  hand,  the 
rapid  elimination  in  the  pseudo-syphilitic  is  probably  due  to  a 
vital  tendency  of  the  organism  to  expel  whatever  is  noxious  to 
it.  For  whatever  concerns  the  intolerance  to  mercury  observed 
in  the  pseudo-syphilitic,  at  least  in  the  beginning  of  the  treat- 
ment, it  lasts  only  until  the  specific  antibodies  of  the  mercurial 
antigen  have  not  come  to  paralyze  its  poisonous  action.  The 
author  believes  that  it  is  most  probable  that  the  antitoxic  re- 
action which  proceeds  in  the  organism  against  these  special 
poisons  neutralizes  their  therapeutic  action. — Lancet,  Dec.  19. 

i     4  4: 

Influence  of  Congenital  Abnormalities  of  the 
Penis  on  Gonorrhea — A  suggestive  paper  on  congenital 
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abnormalities  of  the  penis  and  their  influence  on  the  acquisition 
and  course  of  gonorrhea  is  contributed  by  Dr.  E.  W.  Ruggles 
to  the  Medical  Record  (Jan.  9,  1909).  The  first  abnormality 
discussed  is  that  of  contracted  meatus;  moderately  contracted, 
"pin-hole,"  and  apparently  contracted  meatuses  are  taken  up 
in  turn.  An  interesting  fact  in  this  connection  is  the  author's 
statement  that  circumcision  in  some  manner  causes  this  condition, 
"  for  the  majority  of  Hebrews  present  it  to  a  greater  or  lesser 
degree."  The  latter  part  of  the  paper  is  devoted  to  a  con- 
sideration of  accessory  or  paraurethral  canals,  and  a  report  or 
six  of  the  author's  cases  in  which  this  condition  obtained.  In 
these  cases  the  course  of  the  gonorrhea  when  present  was 
aggravated  and  prolonged.  On  incision  of  the  various  folds 
and  pockets  of  the  accessory  urethrae  prompt  cure  usually 
resulted. 

£    i  4 

Syphilitic  Metrorrhagia — Dr.  M.  N.  Goldenstein 
makes  some  interesting  contributions  to  the  study  of  metror- 
rhagias of  syphilitic  origin  in  his  thesis  (Univ.  of  Paris,  1908). 
He  concludes  from  his  clinical  studies  that  syphilis  causes 
metrorrhagias  either  through  its  denutritive  influence  on  the 
organism  with  special  predilection  toward  weakness  of  the 
nervous  or  vascular  systems,  or  secondly,  by  creating  organic 
genital  lesions,  such  as  syphilitic  arteritis  with  resultant  scler- 
osis of  the  uterus.  Such  metrorrhagias  may  be  secondary,  but 
are  more  frequently  tertiary.  The  author  recommends  that 
whenever  a  case  of  metrorrhagia  is  met  with  that  resists  ordi- 
nary treatment,  syphilis  must  be  looked  for  as  a  causative 
factor,  and  specific  treatment  instituted. 

±     ±  £ 

Kromayer's  Inhalation  Mercurial  Treatment  of 
Syphilis — That  the  Kromayer  method  of  treating  syphilis  by 
mercurial  inhalation  is  here  to  stay  and  that  its  simplicity  and 
convenience  warrant  its  general  adoption  is  claimed  by  Dr.  P. 
Bendig.  In  a  recent  paper  (Miin.  Med.  Woch.,  Sept.  r,  1908), 
he  reports  excellent  results  in  twenty  cases  and  outlines  the 
method  of  treatment.  The  principle  is  the  inhalation  of  the  most 
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finely  divided  mercury,  with  which  a  double  layer  of  mull  is 
impregnated,  taking  up  about  8  gm.  (120  grains).  The  mull 
is  fastened  to  a  small  mask  worn  at  night,  held  in  place  by  a 
band  at  each  side  passing  over  the  ears,  crossing  at  the  back 
and  tied  over  the  forehead.  This  amount  of  mercury  is  suf- 
ficient for  ten  days,  reversing  the  mull  to  get  the  benefit  of  the 
entire  surface.  The  time  required  is  about  the  same  as  for  a 
course  of  inunctions,  the  idea  being  to  continue  it  until  the 
serum  test  gives  negative  findings.  The  absence  of  gastro- 
intestinal disturbances  and  of  pain  at  the  point  of  injection  are 
among  the  advantages  of  the  method. 

4    4  4 

Atoxyl  in  Syphilis — Although  the  discovery  of  the 
Spirochaeta  pallida  will  undoubtedly  help  greatly  in  our  under- 
standing of  the  underlying  phenomena  in  syphilitic  infection, 
the  general  practitioner  can  derive  very  little  benefit  from  this 
knowledge  as  regards  his  management  of  a  case  of  syphilis  at 
any  stage.  This  conclusion  is  reached  by  Dr.  J.  F.  Breakey, 
who  writes  on  the  influence  of  the  discovery  of  Spirocheta  on 
the  treatment  of  syphilis  (/.  A.  M.  A.,  Dec.  12,  1908),  and 
enters  at  some  length  into  a  discussion  of  the  value  of  calomel 
ointment  and  atoxyl  as  prophylactics.  Basing  his  claim  on  the 
results  obtained  by  Salmon  he  concludes  that  atoxyl  must  be 
admitted  to  an  equal  footing  with  mercury  as  a  specific  in 
syphilis,  and  as  an  abortive  in  the  disease  it  is  much  more  re- 
liable. As  a  remedy  it  is  preferable  in  all  stages  and  possibly 
can  be  depended  on  to  destroy  all  spirochetes  if  used  even  after 
the  primary  manifestation.  It  is  of  special  service  in  the  graver 
and  more  malignant  types  of  the  disease.  It  is  not  contra- 
indicated  in  the  parasyphilitic  manifestations,  but  even  amel- 
iorates many  of  the  symptoms,  such  as  pains  and  neuralgia  in 
tabes  and  paresis. 

Syphilis  may  be  aborted  by  the  prophylactic  use  of  atoxyl 
administered  as  late  as  from  one  to  two  weeks  following  in- 
oculation. 

In  the  use  of  the  remedy,  during  any  of  the  stages  of  syphilis, 
the  improvement  is  usually  more  rapid  than  from  the  use  of 
mercury. 
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Beyond  a  certain  dose,  the  amount  given  has  no  further 
effect  on  the  destruction  of  the  micro-organism.  The  small 
doses  are  ineffective  and  useless,  while  large  ones  produce  toxic 
effects,  varying  from  slight  headache,  nausea,  to  vomiting,  colic 
and  possibly  ocular  effects  and  subsequent  paresis. 

The  ordinary  dose  should  be  50  centigrams  (8  grs.).  This 
should  be  given  hypodermically  at  intervals  of  one  or  two  days 
and  repeated  from  four  to  eight  or  ten  times,  after  which  an 
interval  of  rest  should  be  observed,  or  treatment  may  be  con- 
tinued by  one  of  the  other  specifics  of  mercury  or  iodine. 

Very  good  results  have  been  observed  in  the  alternation  of 
these  remedies,  or  even  in  using  them  together  at  the  same 
time. 

±    ±  ± 

Quantitative  Determination  of  Albumin  in  Urine — 
A  new  method  for  the  quantitative  estimation  of  albumin  in 
the  urine  is  announced  by  Dr.  E.  H.  Goodman  and  S.  Stern 
(/.  A.  M.  A.,  Dec.  12,  1908).  Using  Tsuchiya's  solution 
as  a  base  (phosphotungstic  acid  in  96%. alcohol  and  hydro- 
chloric acid)  they  have  worked  out  a  titration  method  which 
gives  results  that  differ  only  slightly  from  those  obtained  by 
the  gravimetric  method.  It  is  claimed  for  this  method  that  it 
is  simple,  accurate,  rapid  and  detects  faint  traces  of  albumin 
as  well  as  large  quantities. 

The  acid  solution  used,  which  can  precipitate  as  little  as 
0.0001  gm.  albumin,  is  constituted  as  follows: 


Phosphotungstic   acid    1.5  gm. 

Hydrochloric  acid    (cone.)    5  c.c. 

Alcohol,  95  per  cent.  q.  s.  ad  .'...100  c.c. 


In  using  this  method,  the  Heller  test  is  first  made,  and  if 
much  albumin  is  present  the  urine  is  diluted  i  in  10;  if  not, 
undiluted  urine  is  used.  Five  c.c.  of  the  phosphotungstic  acid 
solution  are  put  in  a  test-tube,  and  then  with  a  2  c.c.  pipette 
graduated  in  tenths  of  a  cubic  centimeter,  the  filtered  urine  is 
added  to  this,  shaken  after  the  addition  of  each  tenth  and  urine 
added  until  a  whitish  cloud  appears.    The  number  of  tenths  of 
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a  cubic  centimeter  is  read  off  and  expressed  in  terms  of  100  c.c. 

For  example,  if  it  takes  i  c.c.  of  diluted  urine  (i  in  10) 
there  is  o.oooi  gm.  albumin  in  o.i  c.c.  of  undiluted  urine,  or  in 
100  c.c.  there  is  o.i  gm.  albumin,  or  i  gm.  in  iooo  c.c.  On 
the  other  hand,  if  0.7  c.c.  diluted  urine  (1  in  10)  is  used,  then 
0.07  c.c.  undiluted  urine  equals  0.0001  gm.  albumin,  7  c.c. 
diluted  urine  equals  0.0 1  gm.  albumin,  and  700  c.c.  equals  1 
gm.  albumin.    The  following  equation  gives  the  percentages: 

700  :  1.0  ::  100  :  X  or  0.142  per  cent,  or  1.42  gm.  per  thousand. 

The  authors  recommend  the  use  of  water  acidulated  with 
acetic  acid  instead  of  ordinary  distilled  water  for  diluting. 
This  will  of  course  insure  the  acidity  of  the  urine  to  be  tested. 
Furthermore  it  must  be  remembered  that  if  undiluted  urine 
throws  down  a  precipitate  after  the  addition  of  o.i  c.c.  it  must 
be  diluted  with  nine  parts  of  water  and  the  test  repeated,  as 
there  may  be  so  much  albumin  that  less  than  o.i  c.c.  of  un- 
diluted urine  is  required. 

4    4  4 

Abortive  Treatment  of  Gonorrhea  in  the  Female. 
— Dr.  Loeb,  of  Mannheim,  discusses  the  abortive  treatment 
of  gonorrhea  in  the  female  (Ther.  d.  Gegenwart,  1908,  No. 
6).  He  has  frequently  succeeded,  in  treating  an  infection  in- 
dicating gonorrhea  by  the  presence  of  gonococi,  in  preventing 
the  appearance  of  the  discharge.  The  treatment  consists  in  a 
thorough  washing  of  the  vulva  with  a  1%  corrosive  sublimate 
solution.  After  introducing  a  milk-glass  speculum,  the  cervix 
and  the  entire  vagina  are  rubbed  with  the  same  solution.  The 
cervix  is  then  cleaned  with  a  cotton  wad  soaked  in  a  $c/c  pro- 
targol  solution,  as  are  also  the  vagina  and  vulva.  The  urethra 
is  finally  syringed  with  the  same  solution  of  protargol. 

4    4  4 

Syphilitic  Chancre  of  the  Nasal  Septum — Dr.  M. 
Neugars  reports  (Zeitschf.  Laryngol.  Rhinologie ,  Fasc.  Ill, 
1908)  a  case  of  chancre  of  the  nasal  septum  in  which  the  diag? 
nosis  could  not  be  made  until  after  the  appearance  of  the 
roseola.    The  patient  was  a  young  man  of  22,  who  complained 
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of  nosebleed  whenever  he  blew  his  nose  or  washed  himself. 
An  ulcer  the  size  of  a  ten-cent  piece  was  found  on  the  right 
side  of  the  cartilaginous  septum,  situated  in  the  region  where 
excoriations  due  to  nose  picking  are  generally  located.  Marked 
swelling  of  the  submaxillary  and  sublingual  glands  could  not 
be  established. 

i    dt  4 

The  Role  of  Lesions  of  the  Verumontanum  in 
Uro-Genital  Diseases  and  in  Sexual  Neurasthenia. 
— H.  Wossidlo  (Zeitch.  f.  Urologie,  Vol.  1,  No.  3,  1908, 
page  243)  presents  what  is  probably  the  most  complete 
article  written  on  this  subject  within  the  past  few  years.  He 
insists  upon  the  prominent  role  that  the  verumontanum  plays 
in  a  large  variety  of  urological  conditions.  In  103  cases,  in 
which  lesions  of  this  structure  were  prominent,  97  had  had 
gonorrhea,  57  still  suffered  from  chronic  urethritis,  and 
38  had  chronic  prostatitis.  In  six  cases,  in  which  no  venereal 
infection  had  taken  place,  some  of  the  subjects  admitted 
masturbation,  venereal  excesses  or  interrupted  coitus.  All 
these  patients  complained  of  a  variety  of  nervous  and  neu- 
ralgic symptoms,  disturbances  of  ejaculation  or  of  micturi- 
tion. Lesions  of  the  verumontanum  are  often  met  with  inpa- 
tients with  pathological  pollutions,  prostatorrhea  or  sperma- 
torrhea, impotence,  insufficient  erections,  or  premature 
ejaculation.  In  many  cases,  all  t'eatment  fails  until  local 
measures  are  applied  through  the  endoscope  directly  to  the 
verumontanum.  The  latter  may  be  found  thickened,  red  or 
pale  and  hard  and  infiltrated,  etc.  The  best  instrument  for 
observing  lesions  of  the  verumontanum  is  one  devised  by 
Wossidlo  and  constructed  by  Heynemann,  in  Leipzig,  a 
modification  of  Loewenhardt's  tube,  but  with  a  larger  field 
of  vision.  This  instrument  allows  the  insufflation  of  air  into 
the  urethra  and  the  aspiration  through  a  small  lateral 
tube  of  secretions  which  interfere  with  vision.  It  per- 
mits, furthermore,  the  application  of  medicinal  substances 
or  of  the  galvanocautery  under  the  direct  control  of 
vision.     Normally,    the   verumontanum    varies    in  form, 
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but  is  the  size  of  half  a  pea,  pale  pink  in  color  and  either 
smooth  or  somewhat  striated.  The  opening  of  the 
prostatic  utricle  shows  as  a  longitudinal  fold  in  some  cases 
and  sometimes  the  ejaculatory  ducts  and  the  prostatic  ducts 
can  be  seen.  In  abnormal  cases,  the  changes  can  be  clearly 
detected,  such  as  hyperemia,  etc.  In  some  cases  of  chronic 
gonorrhea  in  which  the  patient  complains  of  marked  pain, 
Wossidlo  found  a  very  much  enlarged  verumontanum,  with 
small  transparent  cysts  or  with  granulations.  In  prostator- 
rhea  and  spermatorrhea,  the  structure  is  large,  swollen,  red 
or  cyanotic,  and  often  the  utricle  shows  as  a  gaping  fold.  In 
two  cases  he  found  polypi  in  this  region.  While  all  the  nerv- 
ous symptoms  which  occur  in  urogenital  diseases  must  not 
be  referred  to  lesions  of  the  verumontanum  alone,  this  struc- 
ture plays  a  very  important  part  in  their  origin. 

The  treatment  used  by  Wossidlo  consisted  in  the  applicatioo 
of  tincture  of  iodine  in  the  slight  cases  with  hyperemia.  In 
the  cases  with  intense  congestion,  he  cauterized  with  a  solu- 
tion of  silver  nitrate  of  10%  or  20%  strength.  The  psychro- 
phore  was  found  useful  only  in  the  mild  cases.  Galvano- 
caustic  applications  were  found  useful  in  the  most  severe  and 
persistent  cases.  Polypi  were  removed  or  burned  off.  After 
these  local  measures,  the  patient  was  ordered  to  rest  and  was 
given  urotropin.  The  next  treatment  was  given  at  an  inter- 
nal of  about  fourteen  days.  If  the  cauterization  is  not 
cautiously  done,  it  may  cause  an  abscess  of  the  prostate.  In 
some  cases,  it  produced  also  a  slight  posterior  urethritis,  and 
in  two  instances,  an  epididymitis,  but  never  an  acute  pros- 
tatitis. Of  the  103  cases  thus  treated,  62  recovered,  12  were 
improved,  four  did  not  improve,  13  were  still  under  treat- 
ment, while  in  12  no  observations  could  be  made  as  the 
patients  did  not  return. 

i     i  f 

The  Bacteriology  of  Bubo  Due  to  Soft  Chancre. 
— Professor  Colombini  {Giornale  Italiano  delle  malattie 
veneree  et  della  pelle,  igoS)  states  that  the  bubo  and  the 
Ivmphansjitis  due  to  soft  chancre  are  due  to  infection  with 
the  bacillus  of  Ducrey.    This  bacillus  grows  upon  blood 
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gelosc,  prepared  with  human  or  guinea-pig's  blood.  This 
culture,  when  reinoculated,  can  reproduce  the  typical  lesions 
provided  the  material  of  infection  had  been  taken  from  a 
recent  lesion.  The  pus  of  old  chancroids  does  not  cultivate 
well  and  its  virulence  is  considerably  diminished.  The  bacil- 
lus may  be  found  in  the  pus  of  buboes  when  these  are  recent 
and  when  the  germs  have  not  had  time  to  undergo  chroma- 
tolysis,  due  to  the  bacteriolytic  action  of  the  pus.  Even  when 
the  pus  of  a  bubo  seems  sterile,  a  positive  culture  may  be 
obtained  by  scraping  the  interior  of  the  bubo,  but  for  this 
purpose,  the  bubo  should  not  be  too  old.  The  ulceration  of 
buboes,  according  to  Colombini  is  directly  due  to  the  viru- 
lence of  the  streptobacillus  and  the  virulence  of  this  bacillus 
varies  inversely  as  the  age  of  the  bubo. 

4    i:  4 

Kraurosis  Vulvae. — Paul  Dalche  (Journal  de  Med  et. 
Chir.  Pratiques,  igoS)  reports  two  cases  of  this  unusual  con- 
dition. The  first  patient  was  53  years  of  age,  who  since  the 
menopause,  that  is,  for  four  years,  had  suffered  from  an  in- 
tense vulvar  pruritus.  She  had  no  sugar  in  the  urine.  The 
internal  genitals  were  very  small  and  there  probably  had  been 
ovarian  insufficiency.  The  entire  vulva  was  covered  with 
minute  reddish  points  and  with  ramified  arterioles,  which  did 
not  bleed,  however,  even  when  rubbed  with  cotton.  There 
were  two  fleshy  masses  of  the  size  of  an  almond  each,  semi- 
cartilaginous  in  consistency  and  separated  by  a  slight  fold 
upon  the  anterior  vaginal  wall,  which  projected  like  a  cysto- 
cele.  This  was  the  red  or  inflammatory  type  of  kraurosis, 
described  by  Lawson-Tait.  The  follicular  type  of  krauro- 
sis is  an  inflammation  of  the  glandular  follicles  of  the  vesti- 
bule and  the  preurethral  region.  The  white  or  leucoplastic 
type  is  characterized  by  the  presence  of  whitish,  opalescent 
patches  and  gradually  leads  to  atrophv  of  the  labia  and  the 
clitoris.  This  variety  was  first  described  by  Breisky.  The 
retraction  of  the  tissues  is  accompanied  by  a  necrosis  of  the 
epidermis  and  a  hypertrophy  of  the  connective  tissue.  The 
cause  of  kraurosis  is  unknown,  but  the  present  author  at- 
tributes it  to  ovarian  insufficiency.    It  has  been  known  to 
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occur  after  the  removal  of  both  ovaries.  The  second  case 
reported  was  that  of  a  woman,  aged  70,  who  suffered  from 
intense  vulvar  itching  without  apparent  cause.  There  were 
no  local  lesions  nor  any  general  conditions  to  which  the  itch- 
ing could  be  attributed.  The  pruritus  was,  therefore,  prob- 
ably of  nervous  origin.  In  this  case,  the  attacks  of  itching 
alternated  with  neuralgic  crises,  along  the  ileo-lumbar  and 
femoral  nerves. 

£    4  i 

Gonorrheal  Phlebitis  and  Thrombophlebitis  of 
the  Veins  of  the  Penis — Payenneville,  of  Rouen  {An- 
nates des  Maladies  des  Organes  Genito-urinaires,  IQ08,  No. 
8),  believes  that  this  affection  is  not  as  rare  as  is  generally 
supposed.  It  is  frequently  mistaken  for  lymphangitis.  He 
reports  having  met  with  two  cases  recently.  In  one  the 
inflammation  affected  the  superficial  dorsal  vein  of  the  penis; 
in  the  other,  it  involved  the  vein  running  along  the  frenum, 
and  terminating  in  the  dorsal  vein.  Gonorrheal  phlebitis  1 
of  the  veins  of  penis  commonly  occurs  in  the  third  week  after  ' 
infection.  It  usually  apears  suddenly  in  severe  cases  of  gon- 
orrhea, complicated  by  cystitis,  epididymitis  or  prostatitis. 
The  inflamed  vein  is  felt  as  a  hard,  thick  strand,  or  as  a 
circumscribed  nodule.  The  skin  shows  blotches  or  streaks 
of  redness,  while  the  prepuce  usually  swells  and  the  penis 
stiffens  readily.  The  collateral  veins  are  markedly  injected; 
the  glands  in  the  neighborhood  are  not  swollen  usually.  The 
patient  complains  of  severe  pains  and  tenderness  of  the  part. 
The  prognosis  is  usually  favorable  and  recovery  takes  place 
in  three  to  four  weeks.  There  is,  however,  danger  of  em- 
bolism, as  in  all  cases  of  phlebitis.  The  treatment  consists 
in  the  application  of  warm  poultices,  wet  dressings  and  rest. 
The  gonorrhea  should  be  treated  without  interruption. 

4    4  4 

Postgonorrheal  Catarrhs  —  Orlowski,  of  Berlin 
(Monatshefte  fuer  Praktische  Dermatologie,  June  r, 
1908),  contributes  an  interesting  article  on  the  subject  of 
the  catarrhal  changes  in  the  urethra  which  often  follow 
chronic  urethritis  and  which  cause  patients  to  seek  treatment 
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for  a  long  time.  He  speaks  of  two  types  of  these  catarrhs. 
The  first  of  these  is  a  mucous  or  muco-epithelial  catarrh 
which  Finger  has  named  "  pseudogonorrhea,"  and  which  is 
due  to  a  transformation  of  the  cylindrical  epithelium  of  the 
urethra  into  flat  epithelium.  These  changes  occur  in  cer- 
tain limited  areas  of  the  urethra,  which  may  become  infected 
by  saprophytic  bacteria  from  the  foreskin,  etc.  The  secre- 
tion in  such  cases  is  thin,  mucoid  and  contains  chiefly  epithelia 
and  bacteria,  but  no  pus  cells.  In  some  cases,  there  are  only 
epithelia,  occasionally  leukocytes  and  no  bacteria.  In  these 
the  mucoid  secretion  may  be  simply  due  to  excesses  in 
venery  or  drink,  and  in  such  instances,  there  is  no  inflam- 
matory change  in  the  urethra.  Some  patients  seem  to  have 
a  predisposition  to  these  mucoid  catarrhal  discharges  and 
they  are  seen  especially  in  anemic  and  debilitated  subjects. 
The  great  point  in  these  cases  is  to  abstain  from  treatment 
in  cases  due  to  excesses,  and  in  those  due  to  postgonorrheal 
catarrh,  to  touch  the  urethral  mucosa  with  tincture  of  iodine, 
giving  four  treatments  and  proceeding  with  the  urethro- 
scope from  behind  forward,  covering  a  different  area  in  each 
treatment. 

The  second  type  of  postgonorrheal  catarrh  is  that  ac- 
companied by  a  mucopurulent  discharge,  which  contains  only 
pus  cells,  but  no  bacteria  and  very  few  epithelia.  The  dis- 
charge may  become  so  intense  at  times  that  it  looks  like  acute 
gonorrhea.  These  cases  are  the  result  of  too  much  treat- 
ment. If  any  anatomical  changes  are  found  through  the 
urethroscope,  these  cases  can  be  treated  locally.  In  other 
cases  local  treatment  should  not  be  used. 

i     f  i 

Painless  Intramuscular  Injections  of  Mercury, 
with  Special  Reference  to  Mercury-sodium-glycer- 
ATES — H.  Mayer,  of  Berlin  (Monatshefte  fur  Praktische 
Dermatol.,  June  15,  1908),  says  that  the  ideal  remedy  for 
mercurial  injections  should  be  painless,  actively  efficient,  free 
from  after  effects,  and  stable  in  solution.  He  very  correctly 
states  that  the  degree  of  pain  varies  with  different  persons 
and  a  remedy  may  be  painless  in  a  large  number  of  patients, 
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while  one  or  two  will  complain  of  pain,  no  matter  what  in- 
jection is  used.  This  was  illustrated  in  a  woman  who  com- 
plained of  pain  so  persistently  that  the  author  gave  her  a 
stab  with  the  injection  needle  without  injecting  anything. 
Whereupon  she  still  complained  of  pain  that  persisted  for 
some  time.  In  Mayer's  opinion,  mercury-sodium-glycerate, 
a  solution  of  which  is  known  as  "  mergandol,"  fulfills  the 
most  exacting  requirements  of  an  ideal  remedy  for  mercurial 
injections.  Mergandol  contains  in  each  c.  c.  of  glycerine 
0.0035  grammes  of  mercury,  and  forms  a  stable  solution. 
The  dose  is  usually  2  c.  c,  injected  into  the  gluteal  muscles 
every  other  day.  A  platinum-iridium  needle,  about  3  cm. 
long  and  rather  thin,  should  be  used  and  should  be  sterilized 
by  boiling  before  each  injection.  The  procedure  is  prac- 
tically painless  and  no  indurations  are  formed.  The  dosage 
is  such  that  the  patient  gets  about  half  the  mercury  which 
he  would  get  during  an  ordinary  treatment  with  injections  of 
bichloride,  yet  the  clinical  effects  were  just  as  good  as  with 
the  latter  method. 

4    4  4 

Syphilo-Mania  and  Syphilo-Phobia — Ch.  Audry 
(Annales  des  Dermatol,  et  de  Syphil.,  1908;  No.  3)  defines 
syphilomania  as  a  delusion  that  the  subject  has  been  infected 
with  syphilis,  while  in  reality  he  is  free  from  this  disease. 
Syphilomania  usually  occurs  in  mentally  defective  persons  of 
the  lower  classes,  who  are  ignorant  of  the  nature  of  syphilis 
and  who  imagine  that  every  change  in  their  condition  is  a 
sign  of  the  disease.  They  imagine  themselves  incurable  and 
cannot  be  persuaded  otherwise  by  physicians.  Often  they 
take  mercury  and  other  specifics  and  sometimes,  though 
rarely,  they  commit  suicide.  Syphilidophobia  is  a  condition 
in  which  the  patient  really  has  syphilis,  and  in  which  this 
fact  permeates  his  entire  consciousness  and  holds  his  mind 
in  a  constant  agony  of  fear.  He  lives  in  constant  dread  of 
the  effects  of  his  disease,  and  in  constant  fear  of  transmitting 
the  disease  to  his  family.  Syphilidophobia  not  infrequently 
ends  in  suicide. 
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CONGENITAL  STRICTURES  OF  THE  URETHRA. 

By  Dr.  Tedenat,  Montpelier, 
Professor  at  the  Surgical  Clinic,  University  of  Montpelier. 

MALFORMATIONS  of  the  urethra,  and  particularly 
strictures,  often  found  accidentally  at  autopsies  of 
the  new-born,  have  long  been  looked  upon  as  having 
no  practical  importance.  Even  now  many  a  case  of  mild  steno- 
sis is  not  recognized  and  yet  it  may  be  the  cause  of  slight  or 
severe  functional  derangement  and  of  grave  secondary  lesions 
in  the  several  parts  of  the  urinary  apparatus. 

Among  the  facts  cited  by  Guyon,  to  whom  we  owe  the  first 
exhaustive  work  on  the  congenital  malformations  of  the  urethra, 
there  are  some  the  origin  and  nature  of  which  may  be  dis- 
puted (Voillemier,  Kauffmann).  Voillemier  goes  so>  far  as 
almost  to  doubt  the  existence  of  strictures  of  the  deep  urethra. 
However,  the  divers  forms  as  well  as  the  various  sites  of  con- 
genital stenoses  and  their  great  relative  frequency  have  since 
been  established  on  a  basis  of  precise  data.  We  are  indebted 
to  English-speaking  surgeons  (Otis,  Furneaux-Jordan,  Bryant, 
Sayre,  etc.)  for  useful  information  in  regard  to  the  stric- 
tures of  the  meatus.  They  have  described  the  urinary  troubles 
which  are  caused  by  them  as  well  as  the  various  abnormal 
reflexes  on  the  part  of  the  lower  limbs  (paraplegia,  spasmodic 
deviations,  paralysis  of  the  legs,  etc.).  I  myself  published 
some  interesting  facts  (1883)  and  showed  that,  except  in 
rare  instances,  symptomatic  manifestations  are  limited  to  the 
urinary  apparatus  where  they  often  assume  odd  and  unexpected 
forms. 

In  recent  years  Bazy  has  announced  that  a  deficiency  in  the 
calibre  of  the  urethra,  located  principally  in  the  region  of  the 
bulb,  figured  among  the  causes  of  incontinence  of  urine  in  chil- 
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dren  and  caused  more  or  less  serious  cases  of  retention  in 
adults.  His  pupil  Foisy  collected  for  his  inaugural  thesis  104 
cases  to  which  I  can  add  about  fifteen  more,  either  published 
since,  or  occurring  in  my  own  experience.  Now  that  our  atten- 
tion has  been  arousejl,  these  cases  multiply  in  proportion  as  we 
look  for  them  and  are  better  able  to  recognize  them.  Alongside 
of  the  bougie  a  boiile,  which  is  still  the  best  means  of  explora- 
tion, a  position  of  importance  must  be  accorded  to  endoscopy, 
the  use  of  which  method,  however,  demands  the  greatest  atten- 
tion and  technical  experience. 

Actual  embryological  knowledge  permits  an  explanation, — 
in  the  most  general  way  as  yet  and  not  of  the  finer  details, — of 
the  mechanics  of  the  formation  o'f  anatomic  urethral  and  vesi- 
cal anomalies.  Almost  all  such  are  due  to  arrested  develop- 
ment. I  shall  relate  briefly  what  conditions  are  necessary  to 
produce  a  stenosis  of  the  urethra. 

The  slightly  enlarged  hind-gut  forms  a  sort  of  meeting 
place,  the  cloaca,  where  the  rectum  from  behind  meets  the 
allantois  from  in  front,  the  two  being  separated  from  each 
other  by  a  three-fingered  promontory,  the  perineal  spur.  At 
its  inferior  portion  the  cloaca  is  closed  by  the  cloacal  lamina 
which  extends  from  the  retro-anal  region  to  the  umbilicus  and 
consists  of  an  endodermal  and  an  ectodermal  layer.  From  the 
lateral  walls  of  the  cloaca  there  arise  two  folds  (Rathke,  Ret- 
terer,  Keibel)  which  approach  each  other  on  the  inside  in  the 
manner  of  curtains  and  coalesce  in  the  median  line  with  the 
perineal  spur.  Thus  there  is  formed  a  transverse  partition, 
which  elongating  downwards,  reaches  the  cloacal  membrane 
and  penetrates  it.  From  this  time  on  the  cloaca  is  divided  into 
two  tubular  spaces;  an  anterior,  which  is  to  form  the  bladder, 
the  first  two  parts  of  the  urethra,  and  the  cul  de  sac  of  the  bulb; 
and  a  posterior,  which  will  form  the  rectum. 

At  the  middle  part  of  the  lateral  surface  of  the  cloaca  there 
opens  the  Wolfian  duct.  Near  its  orifice  is  the  ureter  which 
arises  as  an  off-shoot  of  the  duct.  The  minute  spur  which  sep- 
arates the  Wolfian  opening  from  that  of  the  ureter  enlarges  in 
the  antero-posterior  direction.  By  this  means  the  ureteral 
orifices  are  pushed  sharply  upward  and  backward  where  they 
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form  the  superior  angles  of  the  vesical  trigone ;  the  Wolfian 
ducts,  with  the  distal  portion  of  the  Mullerian  ducts  between 
them,  open  lower  down  in  the  middle  part  of  the  urogenital 
sinus.  The  trigone  is  formed  early  and  appears  clearly  toward 
the  end  of  the  second  week.  Now  the  urogenital  sinus  is  ready 
to  open  to  the  exterior  by  the  absorption  of  the  cloacal  mem- 
brane. Its  ectodermal  surface  becomes  depressed  and  at  the 
bottom  of  the  depression  a  slit-like  orifice  makes  its  appearance. 
The  deep  urethra  is  already  formed,  being  endodermal  in 
origin;  an  offshoot  of  the  ectodermal  layer  is  about  to  form  the 
anterior  urethra  and  the  external  coverings  of  the  testicles. 

At  the  superior  and  middle  portion  of  the  periphery  of  the 
depression  there  appears  the  genital  tubercle  which,  becoming 
elongated,  forms  the  penis.  On  its  inferior  surface  this  tubercle 
becomes  grooved  by  a  gutter,  the  margins  of  which  become 
united  from  behind  forward  to  form  the  spongy  portion  of  the 
urethra.  The  genital  folds  from  both  sides  unite  in  the  median 
line  to  form  the  scrotum  and  the  perineal  raphe. 

Anteriorly  in  the  region  of  the  glans  the  urogenital  lamina 
shoots  along  the  inferior  surface  of  the  glans  and  becomes 
visible  at  its  anterior  extremity  in  the  form  of  an  epithelial 
nodule.  According  to  Tourneux,  whose  description  is  generally 
accepted,  the  glans  closes  from  behind  forward  just  as  does  the 
spongy  urethra  and  the  epithelial  nodule  does  not  disappear  un- 
til near  the  period  of  birth,  thus  forming  the  meatus.  On  the 
other  hand  W.  Nagel  maintains  that  the  portion  of  the  urethra 
situated  in  front  of  the  corona  glandis  closes  before  the  retro- 
glandular  portion,  so  that  for  a  space  of  time  there  exists  an 
opening  in  the  glans  and  one  behind  the  glans.  Zuckerkandl 
without  denying  that  Tourneux's  description  applies  in  the  ma- 
jority of  cases,  has  twice  seen  the  two  orifices  described  by 
Nagel. 

To  sum  up,  from  the  embryological  point  of  view,  two  re- 
gions of  the  human  urethra  must  be  distinguished.  First,  the 
prostatico-membranous  region  and  the  cul  de  sac  of  the  bulb, 
both  of  endodermal  origin,  which  make  their  appearance  from 
the  sixth  to  the  seventh  week.  Second,  the  spongy  region,  of 
ectodermal  origin,  which  appears  only  between  the  ninth  and 
tenth  week. 
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Whereas  the  prostate  and  the  muscular  layers  of  the  neck 
and  of  the  membranous  urethra  are  in  a  very  advanced  state  of 
formation  beginning  with  the  eighth  week,  the  region  of  the 
glans  and  the  prepuce  are  not  entirely  formed  until  the  end  of 
the  fifth  month.  The  balano-perputial  cleavage  is  still  more 
tardy,  and  ends  only  a  few  days  before  birth. 

Now  it  is  an  important  rule  in  teratology  that  malformations, 
due  to  arrested  development  of  an  organ,  are  more  frequent 
the  later  this  organ  is  developed.  Whenever  there  appears  to 
be  an  exception  to  this  law,  it  is  most  commonly  a  case  of  lesion 
in  an  already  developed  organ  and  not  of  an  arrest  of  develop- 
ment in  its  formation. 

Strictures  of  the  External  Meatus. 

The  meatus  is  the  least  extensible  and  functionally  the  nar- 
rowest part  of  the  urethra.  In  shape  it  is  a  median  vertical 
slit  bounded  by  two  lips,  flat  within  and  convex  externally  where 
they  are  continuous  with  the  mucosa  of  the  glans.  Its  length 
varies  from  7  to  10  millimeters;  its  caliber  from  1 5  to  24  on  the 
Charriere  scale.    Under  15  constitutes  stenosis. 

At  each  commissure  there  is  a  small  valvular  fold;  the  lower 
one,  which  seems  to  be  formed  by  the  prolongation  and  expan- 
sion into  a  membrane  of  the  fraenum,  rises  to  a  height  of  1 
to  2  millimeters  above  the  floor  of  the  canal.  The  upper  is 
less  developed.  These  folds  can  be  easily  seen  by  separating 
the  lips  of  the  meatus. 

Congenital  strictures  appear  under  two  forms: 

I.  Valvular  constrictions:  These  are'  caused  by  the  hyper- 
trophy of  one  of  the  commissural  folds  or  of  both  simultane- 
ously- Sometimes  the  valvule  is  thin  and  formed  by  the  two 
mucous  surfaces,  sometimes  it  is  thicker  and  formed  by  the 
two  mucous  layers  between  which  there  is  a  thin  layer  of  spongy 
tissue. 

Ordinarily  hypertrophy  exists  only  at  the  inferior  valvule, 
the  height  of  which  may  reach  five  or  six  millimeters.  The 
orifice  is  narrow,  more  or  less  rounded,  and  seems  to  be  placed 
high  up  on  the  glans  which  is  in  such  a  case  often  conical  and 
underdeveloped.  Behind  the  valvule  there  is  a  true  cul  de  sac 
in  which  are  retained  normal  or  pathologic  liquids  which  irri- 
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tate  the  mucosa.  Such  red,  congested  meatuses  have  an  in- 
flammatory appearance. 

More  rarely  than  the  lower  valvule,  the  upper  one  is  the  seat 
of  a  growth  large  enough  to  cause  noticeable  stenosis.  In  some 
cases,  however,  I  have1  found  it  from  3  to  4  millimeters  long, 
and  in  one  case  it  was  5  millimeters  in  length. 

At  the  insertion  of  the  valvules,  especially  of  the  upper  one, 
there  are  from  t\vo  to  six  orifices  which  look  as  if  they  had  been 
made  by  a  pin-prick.  These  are  from  3  to  5  millimeters  deep 
and  belong  to  the  glands  of  Tyson.  They  are  at  times  the 
seat  of  an  obstinate  gonococcic  infection.  I  have  often  enough 
seen  fistulous  tracts  formed  through  the  substance  of  these 
glands,  sometimes  blind,  sometimes  opening  into  the  fossa 
navicularis.  These  valvular  strictures  have  a  depth  of  from 
1  to  2  millimeters. 

Either  with  or  without  increased  height  of  the  commissural 
valves,  it  not  infrequently  happens  that  a  spur  from  2  to  3 
millimeters  long  makes  its  appearance  behind  the  orifice,  aris- 
ing almost  always  from  the  upper  wall.  From  the  lateral 
portions  of  the  spur  there  arise  two  fraena  which  become  lost 
on  each  side  of  the  posterior  portion  of  the  lips  of  the  meatus. 
The  result  is  that  this  spur  in  its  growth  forward  reaches  the 
level  of  the  external  orifice  which  it  thus  subdivides  into  two 
openings:  a  superior  blind  one  which  terminates  in  a  cul  de  sac 
several  millimeters  further  back;  and  an  inferior  which  is  con- 
tinuous with  the  penile  urethra.  Here  there  is  always  a  more 
or  less  narrow  stenosis.  As  a  result  of  this  arrangement  there 
occurs  some  difficulty  in  catheterization.  The  catheter  abuts 
against  this  fold  and  it  is  only  when  it  is  directed  against  the 
lower  wall  that  a  passage  is  discovered,  and  a  very  narrow  one 
at  that. 

II.  Cylindrical  strictures :  That  portion  of  the  canal  which 
is  in  front  of  the  fossa  navicularis  is  usually  the  seat  of  these 
strictures;  the  meatus  being  sometimes  normal  but  more  fre- 
quently of  a  smaller  caliber.  Usually  these  cylindrical  strictures 
co-exist  with  an  undersized  conical  glans  and  with  a  more  or 
less  tight  phimosis.  Besides  it  has  been  well  established  by 
the  investigations  of  Kauffmann,  Englisch,  Bazy,  that  a  tight 
and  adherent  phimosis  accompanies  the  various  forms  of  ste- 
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nosis  of  the  meatus  in  a  great  number  of  cases.  This  malform- 
ation involves  the  whole  region  of  the  glans.  Cylindrical 
stenosis  often  co-exists  with  valvular  stenosis,  but  its  existence 
alone  is  not  at  all  rare  and  in  this  case  a  No.  20  sound  can  pass 
the  orifice  while  a  No.  10  or  1  2  will  be  arrested  a  short  distance 
behind. 

To  this  description  of  stenosis  of  the  meatus  which  I  had 
given  as  far  back  as  1883  I  have  some  additions  to  make.  It 
is  rather  common  to  see  a  meatus  drawn  back  against  the 
fraeaenum  and  looking  downward.  Such  a  meatus  has  either 
normal  or  increased  dimensions  and  in  the  latter  case  accom- 
panies an  enlarged  glans.  Sometimes  it  is  narrow  and  rounded. 
On  two  occasions  I  have  seen  an  external  orifice  normal  in  shape 
and  position  but  terminating  in  a  cul  de  sac.  Eight  or  ten  milli- 
meters further  back  the  urethra  opened  on  the  exterior  by  a 
narrow  orifice  placed  in  the  center  of  the  fraenum.  This  ar- 
rangement, which  has  been  observed  also'  by  Pasteau,  spe'aks 
in  favor  of  the  mode  of  formation  of  the  urethral  glans  de- 
scribed by  Nagel,  which  I  mentioned  above. 

An  autoplastic  operation  enabled  me  in  both  these  cases  to 
correct  this  faulty  conformation. 

From  the  clinical  point  of  view  the  meatus  is  stenosed  when  a 
No.  15  Charriere  cannot  be  passed  freely.  Even  in  such  sub- 
jects and  more  especially  in  those  whose  caliber  is  only  5  or  10, 
various  functional  difficulties  are  observed:  vesical  irritability, 
frequent  micturition,  nocturnal  incontinence,  retention  following 
insigificant  causes.  I  have  published  five  cases  relating  to  chil- 
dren presenting  all  the  rational  symptoms  of  vesical  calculi. 
After  meatotomy,  however,  all  these  disturbances  disappeared. 
Fourneaux-Jordan,  Otis,  Barwell,  have  reported  analogous 
facts. 

It  is  a  matter  of  common  knowledge  that  there  are  urinary 
fistulas  of  the  urachus  as  a  result  of  stenosis  of  the  urethra. 
Redfern  and  Charles  have  shown  the  importance  of  the  opera- 
tion for  phimosis  in  the1  treatment  of  urachal  fistula.  Here  is 
a  case  of  my  own:  In  May,  1885,  a  D0Y  °f  ^ve  months  was 
brought  to  me  with  the  complaint  that  he  voided  the  greater 
part  of  his  urine  through  the  umbilicus.  I  removed  the  long 
and  tight  prepuce  and  found  a  meatus  which  barely  admitted  a 
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hairpin.  An  incision  of  the"  commissure  gave  a  considerable 
caliber.    Eight  days  later  the  urachal  fistula  closed. 

Bryant,  Lewis,  Sayre,  have  published  cases  of  paraplegia, 
of  spasmodic  or  paralytic  club-foot  co-existing  with  a  tight 
meatus  or  prepuce  which  were  cured  by  operations  correcting 
this  faulty  conformation.  Sayre"  cites  nineteen  observations  of 
this  kind. 

Personally,  I  have  never  observed  such  cases,  although  I 
was  for  a  long  time  interne  in  large  medical  and  surgical  hospi- 
tals for  children.  In  my  own  cases  the  symptomatology  was 
limited  to  the  urinary  apparatus:  irritability  of  the  bladder, 
spasm  of  the  membranous  urethra,  frequent  micturition,  dis- 
turbances of  erection  and  ejaculation  (impotentia  erectionis, 
tachyspermatism  or  premature  ejaculation,  and  more  rarely 
bradyspermatism,  or  delayed  ejaculation).  I  cannot  describe 
at  length  these  various  derangements.  The  following  are  note- 
worthy examples : 

In  July,  1883,  during  my  service  at  the  St.  Eloia  Hospital, 
Montpellier,  Dr.  Colonna  of  Istria  brought  one  of  his  relatives 
to  me  with  the  following  history:  The  patient  was  29  years 
of  age,  born  in  Corsica.  Temperament  lymphatic-sanguine. 
Average  build;  no  morbid  family  antecedents  of  any  importance. 
Except  for  nocturnal  incontinence  of  urine  up  to  the  fifth  or 
sixth  year  the  patient  had  been  well  until  his  seventeenth  year, 
He  had  never  indulged  in  alcoholic  or  sexual  excesses  of  any 
nature;  he  had  never  had  gonorrhea.  At  seventeen  he  was 
troubled  with  frequency  of  urination — twenty  or  more  times 
during  the  24  hours.  Micturition  was  urgent,  painful,  with 
frequent  interruptions  and  attempts  at  continuation  accompanied 
by  retropubic  and  anal  pain.  On  several  occasions  drops  of 
blood  followed  the  last  few  drops  of  urine.  Sitz  baths,  balsam- 
ics,  anodyne  irrigations,  belladonna  suppositories  and  hydro- 
therapy, procured  temporary  relief.  For  the  last  three  years 
the  trouble  had  become  aggravated.  The  patient  urinated  four 
or  five  times  per  hour.  At  times  the  urine  flowed  in  short  irre. 
pressible  jets  for  five  or  ten  minutes  at  a  stretch,  and  with  sharp 
retropubic  pains.  Erections  were  rare  and  incomplete;  there 
were  no  nocturnal  pollutions,  notwithstanding  his  strictest  conti- 
nence.   The  meatus  which  was  extremely  constricted  at  the  in- 
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ferior  commissural  fold  hardly  admitted  a  No.  8  Charriere. 
The  sound  caused  severe  pain  from  the  moment  of  its  entrance 
into  the  canal,  which  was  extremely  sensitive.  The  pain  be- 
came exasperating  when  the  instrument  reached  the  mem- 
branous portion,  where  a  sudden  distinct  spasm  stopped  it  for 
a  time.  During  the  passage  through  the  membrano-prostatic 
region  violent  pains  were  felt  in  the  perineum  and  anus.  On 
withdrawal  the  bulb  of  the  sound  showed  no  traces  of  pus. 
There  had  never  been  any  discharge  and  the  urine  which  was 
very  clear  was  of  normal  chemical  composition.  Upon  rectal 
palpation,  painful  because  of  a  slight  contracture  of  the  sphinc- 
ter, I  found  that  the  least  pressure  on  the  prostate,  which  was 
slightly  hypertrophied  but  still  smooth  and  supple,  was  very 
painful,  and  this  pain  radiated  in  the  direction  of  the  glans,  the 
testicles,  and  the  loins.  Sitz  baths,  opium  suppositories,  bro- 
mides, instillations  of  ir/<  solution  of  nitrate  of  silver  into  the 
posterior  urethra  were  used  for  two  weeks  without  appreciable 
results.  The  meatus  was  then  incised  and  in  a  week  recovery 
was  complete  and  permanent.  The  sexual  function  was  re- 
established, or  rather  made  normal,  as  was  also  the  urinary 
function.  Confirmation  of  the  result  was  given  me  by  the 
patient  himself  in  August,  1900,  fifteen  years  after  the  opera- 
tion. 

In  June,  1887,  I  operated  on  a  man  of  46,  who  was  referred 
to  me  by  Dr.  Lapeyre  of  Lodeve.  The  patient's  history  was 
actually  heartrending.  He  had  suffered  from  nocturnal  in- 
continence up  to  the  age  of  10  or  12  years.  He  urinated  once 
every  hour,  day  and  night.  From  time  to  time'  the  urine  was 
voided  unconsciously  at  night.  His  sexual  powers  were  feeble, 
erections  being  infrequent  and  imperfect,  and  ejaculations  pre- 
mature. I  obtained  this  information  from  the  patient  and  from 
nis  wife,  a  very  intelligent  and  honest  person. 

On  examination  I  found  a  long  and  extremely  tight  prepuce, 
which  I  separated  from  the  glans  only  with  much  difficulty,  so 
great  was  the  adhesion.  The  meatus  was  filiform  and  situated 
at  the  end  of  a  small  conical  glans.  It  was  freely  incised  and 
several  months  later  the  patient  said  to  me :  "  At  46  I  am  a 
young  man,  whereas  I  was  an  old  man  at  25."  His  wife  ac- 
knowledged the  fact,  not  without  veritable  joy. 
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Even  when  it  is  not  very  tight,  a  stricture  of  the  meatus  often 
aggravates  a  gonorrhea  and  causes  it  to  pass  into  the  chronic 
state.  In  the  theses  of  Bastard,  of  Medard,  and  in  Les  An- 
nales  des  Maladies  des  Organes  genito-nrinaires,  I  published  a 
large  number  of  cases  of  chronic  gonorrhea  which  became 
amenable  to  treatment  only  after  incision  of  the  constricted 
meatus.  Thus  there  is  nothing  astonishing  in  the  statement, 
that  I  have  frequently  made,  that  gonorrheal  strictures  occur 
often  in  subjects  with  a  narrow  meatus. 

Stricture  of  the  meatus  often  makes  the  dilation  of  deeper 
strictures  of  the  urethra  a  slow  and  even  impossible  task.  Both 
Otis  and  Verneuil  have  cited  several  such  instances.  Medard 
reports  a  case  which  had  long  resisted  attempts  at  progressive 
dilatation,  but  where  stricture  was  promptly  dilated  after  I 
performed  meatotomy. 

Patients  with  constricted  meatuses  suffer  from  a  peculiar  sus- 
ceptibility of  their  urinary  apparatus.  A  cold,  even  a  slight 
sexual  or  alcoholic  excess,  may  cause  polakyuria  or  retention. 
The  sexual  function  may  undergo  analogous  disturbances;  it 
may  become  capricious,  irregular,  or  often  weakened.  Both 
Gross  of  Philadelphia  and  I  have  cited  illustrative  cases.  It  is 
not  necessary  to  recall  the  historic  case  of  J.  J.  Rousseau,  who 
had  a  stricture  of  the  deep  urethra,  but  strictures  of  the  meatus 
may  exert  perhaps  an  even  greater  pathogenic  influence. 

The  facts  and  the  considerations  which  I  have  just  pre- 
sented show  the!  necessity  of  enlarging  the  meatus  in  all  cases, 
where  its  narrowness  could  be  the  possible  contributing  cause  of 
derangement.  Most  frequently  the  inferior  valvule  needs  to  be 
cut  with  a  blunt-pointed  bistouri.  The  incision  should  be  large ; 
hemorrhage,  which  is  slight,  even  where  the  valvule  is  thick,  can 
be  arrested  by  hot  salt  solution.  To  prevent  the  glueing  together 
of  the  lips  of  the  incision  the  tip  of  a  rubber  drain  may  be  in- 
troduced for  48  hours,  or  a  catheter  dipped  in  borated  vaseline 
or  in  gomenol  oil.  With  the  same  object  in  view  it  is  my  cus- 
tom to  take  a  stitch  of  fine  catgut  in  each  lip  in  order  to  unite 
the  internal  to  the  external  mucosa.  By  this  means  a  perfect 
result  is  insured. 

In  the  case  of  cylindrical  strictures  it  is  necessary  to  make  a 
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deep  incision  along  the  whole  length  of  the  stenosis.  Various 
meatotomes  have  been  devised,  but  a  blunt  pointed  bistouri  can 
replace  them  with  advantage.  The  incision  should  preferably 
be  carried  upward.  The  permanent  catheter  should  be  left  in 
position  for  48  hours  and  the  most  scrupulous  aspesis  must  be 
observed.  In  general  there  is  no  tendency  to  recurrence  as 
long  as  there  has  not  been  any  previous  inflammation. 

Strictures  of  the  Posterior  Portion  of  the  Fossa  Naviculars. 

These1  are  infrequent  and  occur  in  the  region  where  the  nar- 
row, pointed,  corpora  cavernosa  perforate  the  corpus  spongi- 
osum of  the  glans.  These  two  parts  have  independent  develop- 
ment and  their  mode  of  union  varies  somewhat.  In  the  case 
of  a  young  man  of  18  free  from  all  pathologic  symptoms  but 
afflicted  with  a  tight  phimosis,  I  observed  the  following  state  of 
affairs  with  Valentine's  urethroscope.  Meatus  slit-shaped;  9 
mm.  in  length.  Fossa  navicularis  normal  and  separated  from 
the  anterior  extremity  of  the  corpus  spongiosum  by  an  orifice 
1  mm.  wide  and  3  mm.  high,  which  was  formed  by  a  thick 
valvule  hardly  \  mm-  wide  above  and  below  and  at  least  2  mm. 
in  width  at  the  level  of  the  transverse  diameter.  A  No.  13 
Charriere  bougie  a  boule  passed  with  difficulty.  After  incising 
each  enlarged  portion  of  the  valvule  a  No.  23  passed  easily. 
This  man  suffered  from  nocturnal  incontinence  up  to  the  age  of 
ten  and  at  the  time  when  I  treated  him  suffered  from  frequent 
desire  to  urinate.  I  only  know  three  analogous  cases  reported 
by  Englisch  and  Burckhardt.  These  valvular  folds  are  the 
remains  of  the  septum  which  separates  the  spongy  portion  from 
the  glans  at  a  certain  stage  of  development. 

Strictures  of  the  Deep  Urethra. 
These  occur,  in  the  order  of  frequency,  first  in  the  bulbous 
portion  at  the  level  of  the  median  aponeurosis;  secondly,  at  the 
junction  of  the  membranous  with  the  prostatic  urethra;  thirdly, 
in  the  supramontanal  region  of  the  prostatic  urethra.  These 
strictures  sometimes  have  the  shape  of  valvules,  sometimes  but 
much  less  frequently  that  of  cylindrical  rings.  Both  types,  as 
we  have  already  seen,  occur  much  less  frequently  than  those  of 
the  glans. 

I.    Cylindrical    Strictures.     Voillemier    has    doubted  the 
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authenticity  of  such  strictures  reported  by  Guyon.  Kauffmann 
has  accepted  only  Demme's  case  as  valid  where  the  latter  found 
a  stricture  of  from  4  to  6  cm.  long,  beginning  at  the  meatus  in 
a  child  of  one  year.  It  hardly  permitted  the  insertion  of  a 
filiform  bougie.    There  was  no  phimosis. 

Guibe's  case:  A  new  born  child  died  of  asphyxia  16  hours 
after  birth.  At  the  autopsy  a  filiform  annular  stricture  was 
found  5  mm.  in  front  of  the  distal  portion  of  the  verumonta- 
num.  Behind  there  was  a  dilated  prostatic  urethra  which,  ex- 
cept for  a  slight  strangulation,  was  continuous  with  the  dilated 
and  trabeculated  bladder.  There  was  enormous  dilation  of 
the  ureters.  The  kidneys  were  cystic.  In  front  of  the  stricture 
the  urethra  was  normal. 

Tedenat's  and  Lassaigne's  case:  On  the  cadaver  of  a  child 
which  was  born  in  the  service  of  Laroyenne  in  the  Charite  of 
Lyons,  January  15,  1877,  and  died  24  hours  later,  we  found 
the  following:  A  compound  hare-lip  with  velo-palatine  fis- 
sure; right  arm  clubbed;  filiform  stricture  1  cm.  long  at  the 
region  of  the  prepubic  curve;  behind  the  stricture  dilation  of  the 
urethra,  bladder,  and  ureters;  kidneys  atrophied  and  cystic. 
There  was  present  a  long  and  narrow  phimosis. 

Englisch's  three  cases:  A  can  of  25  with  cylindrical  stric- 
ture of  the  membranous  portion.  A  man  of  37  and  one  of  41 
with  cylindrical  stricture  at  the  end  of  the  bulbous  portion. 
One  of  these  had  a  phimosis. 

Murphy's  case:  In  a  new-born  the  urethra  was  almost  ob- 
literated 2l  cm.  behind  the  meatus  for  a  space  of  half  a  centi- 
meter. 

Burckhard's  case:  A  man  of  45  with  a  cylindrical  stenosis 
of  the  bulbous  portion  admitting  a  No.  3  Charriere.  After  in- 
cision of  the  meatus,  which  was  double,  a  progressive  dilation 
up  to  3  Charriere  was  made. 

II.  Valvular  strictures.  Among  the  cases  cited  by  Guyon 
there  is  a  certain  number,  the  congenital  origin  of  which  may 
be  doubted.  These  are  cases  of  men  more  or  less  advanced  in 
years  who  had  had  urethritis  and  false  passages,  which  cast 
some  doubt  on  the  nature  of  the  lesions  causing  the  stricture. 

The  valvules  of  the  prostatic  region  have  been  described  by 
Guthrie  ("The  Bar  at  the  Neck  of  the  Bladder,"  1834)  and 
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by  Howship.  Merrier  has  tried  to  show  the  existence  of  val- 
vules of  a  "  pyloric  "  form  independent  of  any  prostatic  hyper- 
trophy and  located  in  the  neighborhood  of  the  neck  of  the  blad- 
der. He  has  exaggerated  their  frequency  perhaps  and  their 
role  in  the  causation  of  dysuric  symptoms,  but  their  existence  is 
no  longer  doubted. 

Of  these  valvules  two  varieties  may  be  distinguished.  First, 
the  supramontanal,  where  the  valvular  fold  stretches  from  the 
upper  extremity  of  the  verumontanum  to  the  neck  of  the  blad- 
der, forming  an  infralateral  prominence  with  its  free  border  di- 
rected upwards  and  backwards.  The  urine,  forced  onward  by 
the  bladder,  puts  this  valvule  on  the  stretch,  it  then  becomes 
raised  and  forms  a  real  obstacle.  Tolmatschew  compares  these 
valvules  to  those  in  the  veins  and  designates  them  by  the  name 
of  the  semilunar  valvules  of  the  prostatic  portion. 

Secondly  we  have  the  submontanal.  In  this  variety  two  folds 
which  terminate  on  each  side  in  the  membranous  portion  start 
from  the  inferior  extremity  of  the  verumontanum.  Both  these 
kinds  of  valvules  are  formed  by  hypertrophy  of  the  normal 
folds  well  described  in  all  treatises  on  anatomy. 

I  have  seen  but  one  case  which  I  believe  undoubtedly  pre- 
sented a  supramontanal  valvule. 

A  young  man  of  nineteen,  free  from  all  venereal  disease, 
had  suffered  for  five  or  six  years  from  frequent  and  at  times 
painful  micturition.  During  the  last  six  months,  on  three  dif- 
ferent occasions,  he  had  retention  of  urine,  which  necessitated 
catheterization.  This  was  performed  each  time  with  an  elbow 
sound  and  not  without  difficulty.  The  patient  was  referred  to 
me  by  Dr.  Martin.  A  number  20  bougie  a  boule  entered  with- 
out difficulty,  but  was  arrested  at  the  beginning  of  the  neck  of 
the  bladder,  and  could  be  felt  with  the  finger  through  the  pro- 
state, which  was  small.  I  made  the  examination  with  Luy's 
endoscope  and  saw  clearly  a  semilunar  fold,  beginning  at  the 
superior  portion  of  the  verumontanum.  On  the  10th  of  May, 
1905,  I  made  a  median  incision  and  caught  hold  of  the  valvule 
with  my  index  finger.  I  used  this  as  a  guide  for  a  long  blunt- 
pointed  bistoury  with  which  I  divided  the  valvular  fold  on  each 
side.  The  finger  then  passed  into  the  bladder  with  ease,  the 
perineum  not  being  very  thick.    A  large  Malecot  catheter  was 
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placed  in  the  perineal  wound  and  left  for  three  days  in  order  to 
keep  the  incisions  from  uniting.  Large  Benique  sounds  were 
introduced  every  other  day.  Cicatrization  was  complete  at  the 
end  of  two  weeks  and  a  30  Benique  could  pass  without  difficulty. 

In  the  spongy  portion  one  often  meets  with  hyperdeveloped 
lacunae  of  Morgagni.  Like  the  valvule  of  Guerin  they  may 
arrest  the  sound  and  cover  it  as  if  with  a  hood,  but  as  they  are 
directed  forward,  they  rest  on  the  corresponding  side  and  do  not 
interfere  with  micturition.  Jaravay  has  already  indicated 
these  particulars,  having  explained  the  absence  of  all  opposition 
to  the  passage  of  the  urine  by  the  fact,  that  they  are  supple  and 
the  free  margin  is  directed  forward.  He  has  seen  a  case  of 
circular  valvule  with  a  central  orifice  of  hardly  3mm.  which 
offered  no  obstacle  to  micturition. 

In  the  last  few  years,  Bazy,  Englisch,  Bonnet,  Commandeur, 
Reboul,  Lebreton,  etc.,  have  made  studies  of  the  valvular  form- 
ations of  the  bulbous  portion.  Foisy  cites  most  of  these  ob- 
servations in  his  thesis.  I  shall  be  content  with  reporting  sev- 
eral typical  cases  and  shall  then  add  an  unpublished  case  of  my 
own. 

Bonnet's  Case  (Societe  de  Chirurgie  de  Paris,  1904)  : 
The  patie'nt  was  a  young  soldier  who  had  had  difficulty  with 
his  micturition  from  his  childhood  on.  In  his  eighteenth  year 
he  passed  several  small  stones  with  much  pain.  For  the  last 
few  months  he  suffered  from  incontinence  with  almost  perma- 
nent dribbling,  for  which  symptoms  he  was  admitted  to  Val  de 
Grace.  All  instruments  were  checked  a  little  in  front  of  the 
membranous  portion,  the  anterior  portion  of  the  canal  being 
supple  and  wide.  The  urethra  was  incised  upon  a  Benique 
sound  inserted  as  far  as  the  obstruction.  Upon  pushing  aside 
the  lips  of  the  urethral  incision  the  end  of  the  bougie  could  be 
seen  resting  against  and  slightly  depressing  a  membrane  which 
in  turn  checked  the  instrument.  This  membrane — a  true  nar- 
row mucous  septum — occupied  the  entire  lumen  of  the  canal  in 
the  manner  of  a  diaphram  inserted  into  the  urethral  wall.  The 
urethra  was  normal  in  front  of  the  membrane,  dilated  behind  it. 
The  opening  through  which  the  urine  made  its  way  was  not 
seen,  perhaps  because  it  was  cut.  Cure  followed  resection  of 
the  membrane  and  suture  of  the  urethra. 
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Bazy,  who  reported  this  case,  regards  such  strictures  as 
vestiges  of  the  cloacal  membrane.  He  has  seen  quite  a  few 
cases  in  which,  without  there  being  an  actual  stricture,  the 
bougie  a  boule  met  with  a  slight  rebound  at  this  particular  point. 
Such  inconsiderable  strictures  in  nervous  subjects  may  cause  in- 
continence of  urine  and  attacks  of  retention  as  a  result  of  ex- 
cess in  drinking,  abuse  of  the  sexual  functions,  or  of  chilling  the 
lower  extremities. 

I  must  add  that  for  a  long  time  I  have  had  my  attention 
called  to  slight  stenoses  occupying  the  spongy  portion  from  the 
prepubic  angle  to  the  neighborhood  of  the  neck  of  the  bulb  and 
disposed  in  the  form  of  valvules  made  of  very  short  rings. 

LEBERTON  (Association  Francaise  d'Urologie,  1905),  cites 
five  cases  of  congenital  stricture  of  the  urethra  in  young  sub- 
jects. In  three  of  the  cases,  incontinence  was  the  main  symp- 
tom; in  one  case  there  were  crises  of  retention;  in  the  last  little 
patient  there  was  diurnal  incontinence.  In  three  cases,  stric- 
ture was  premembranous ;  in  one  case,  perineo-scrotal ;  in  one, 
scrotal.  It  was  formed  by  narrow  and  soft  strands  or  else  by 
thick  soft  valvules.  The'  stricture  was  narrow  in  almost  all 
the  cases.  Progressive  dilatation  put  an  end  to  the  functional 
disturbances  of  all  the  patients  with  the  exception  of  the  child 
who  suffered  from  crises  of  retention,  whose'  condition  was 
merely  improved.  It  should  be  noted  that  three  of  these  pa- 
tients had  had  measles  and  the  question  may  be  put,  as  Lebreton 
says,  whether  they  were  not  cases  of  rubeolic  urethtis  followed 
by  coarctation.  But  have  rubeolic  urethretides  ever  been  seen  of 
such  deep-seated  and  durable  nature  as  to  produce  the  sclerotic 
lesions  of  organic  stricture? 

Dieulafe's  and  Gilles'  Case  (Societe  Anatomique,  July, 
1905 ) .  In  a  child  born  at  full  term  in  the  Obstetrical  Clinic  of 
Audubert  the  following  conditions  were  found:  Imperforate 
anus;  very  extensive  atresia  of  the  esophagus,  penis  sausage- 
shaped  and  folded  over  onto  the  abdomen;  orifice  of  the  meatus 
filiform;  glans  portion  of  the  urethra  also  filiform;  septa  at  the 
posterior  and  middle  parts  of  the  spongy  portion.  These  septa 
are  perforate  and  occupy  the  infralateral  wall,  the  urethra  being 
dilated  between  the  septa  and  in  its  membrano-prostatic  portion. 

Cases  of  congenital  stricture  with  dilatation  are  rare,  most  of 
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the  urethral  dilatations  being  formed  from  pockets  arising  from 
the  inferior  wall,  at  which  particular  point  the  spongy  tissue  is 
atrophied  or  else  is  altogether  lacking  (Guyon,  Lefort,  Anger, 
Hendricks) . 

Sikora's  Case  (reported  by  Bazy  before  the  Societe  de 
Chirurgie,  1905).  A  child  of  ten  had  retention  of  urine  as  a 
result  of  appendectomy.  Sikora  found  that  there  was  glandu- 
lar hypospadias,  stricture  at  the  posterior  portion  of  the  fossa 
navicularis,  and  in  front  of  the  penoscrotal  angle,  stricture  of 
the  bulbous  portion,  and  inguinal  ectopy  of  the  right  testicle. 
The  child  had  never  had  incontinence  of  urine  in  spite  of  the 
multiple  malformations  of  the  urethra  which  was  very  narrow 
indeed  because  of  the  defective  development  of  the  urogenital 
tubercle. 

Tedenat's  Case.  A  child  of  eight,  born  at  Nimes.  On 
May  3,  1906,  Dr.  Dusser  found  the  bladder  distended  during 
an  attack  of  grip,  which  was  otherwise  mild.  He  was  unable 
to  introduce  a  No.  13  soft  rubber  catheter.  We  ascertained 
that  there  was  habitual  incontinence  of  urine  during  the  night 
and  at  times  during  the  day,  and  that  micturition  was  frequent 
and  required  special  effort.  The  patient  had  been  operated  on 
six  months  before  for  a  tight  phimosis  but  without  improving 
the  urinary  disturbances.  The  penis  was  small;  the  left  testicle 
was  arrested  at  the  ring;  the  meatus  was  found  to  be  filiform 
and  was  incised.  A  No.  14  bougie  a  boule  reached  the  cul  de 
sac  of  the  bulb  without  difficulty,  while  a  No.  9  was  arrested  in 
the  neighborhood  of  the  membranous  portion  by  an  apparently 
soft  obstruction.  No  instrument  could  pass  by  and  the  bladder 
being  very  much  distended  we  performed  an  external  ure- 
throtomy. The  urethra  was  incised  upon  the1  extremity  of  a 
No.  12  soft  rubber  catheter  introduced  as  far  as  the  stricture. 
I  came  to  a  membranous  fold  stretched  over  the  end  of  the 
catheter,  along  which  I  opened  the1  canal  for  the  length  of 
1  cm.  After  several  attempts  I  succeeded  in  introducing  a  thin 
blunt-pointed  probe  from  before  backwards  over  the  superior 
border  of  the  valvule,  which  I  excised  along  the  inferior  three- 
quarters  of  its  circumferance.  As  a  result  there  was  estab- 
lished a  urethral  wound  4  mm.  in  length  from  before  back- 
wards.   After  introducing  a  No.  12  soft  rubber  catheter  into 
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the  bladder  I  made  three  stitches  with  No.  O  catgut  in  order  to 
close  the  urethral  wound  in  the  direction  of  the  urethra.  A 
Florence  hair  suture,  embracing  all  the  other  paraurethral  lay- 
ers, closed  the  anteroposterior  incision.  The  catheter  was  re- 
tained for  six  days  and  on  the  tenth  day  reunion  was  perfect. 
The  child  urinated  with  ease.  On  the  24th  of  May,  a  No.  16 
curved  sound  passed  without  difficulty.  In  July,  1907,  Dusser 
passed  a  No.  18  Charriere.  The  canal  remained  supple  and 
wide. 

Tedenat's  Case.  Jean  C,  age  18,  was  referred  to  me  by 
Dr.  Jacquemet  on  May  6,  1905.  He  had  never  had  urethritis 
and  had  always  enjoyed  good  health.  For  the  last  six  or  seven 
months  he  had  experienced  frequent  need  of  urinating — from 
20  to  30  times  during  the  night  or  day.  The  commencement 
of  micturition  was  accompanied  by  hesitation  and  effort.  Often 
after  the  completion  of  micturition  several  drops  of  urine  would 
soil  his  underwear.  These  phenomena  were  attributed  to  ex- 
cessive coition,  and  to  nervousness,  and  were  treated  without 
appreciable  benefit  by  tepid  baths,  bromide  of  potassium,  and 
belladonna  suppositories.  This  treatment  had  been  followed 
for  more  than  three  months  before  the  patient  consulted  Dr. 
Jacquemet.  Together  we  established  the  following:  The  pa- 
tient was  of  average  build,  without  visceral  lesions  or  ptosis. 
Urine  was  clear  and  without  filaments.  Penis  underdeveloped, 
slight  phimosis.  A  No.  20  bougie  a  boule  passed  the  meatus 
without  difficulty,  then  passed  easily  to  the  level  of  the  scrotum, 
despite  a  marked  sensitiveness  of  the  urethra.  At  the  posterior 
portion  of  the  scrotal  region  there  was  stricture  the  size  of  a 
No.  12  Charriere.  Rectal  palpation  divulged  a  rather  small 
but  very  sensitive  prostate,  pressure  with  the  finger  causing  an 
urgent  desire  to  urinate,  with  painful  radiations  in  the  direction 
of  the  glans.  A  No.  8  could  pass  to  the  level  of  the  bulbous 
urethra. 

On  the  10th  of  May  ether-chloroform  anesthesia  was  in- 
duced. A  No.  12  sound  was  pushed  to  the  level  of  the  scrotal 
region,  where  an  incision  of  4  cm.  in  length  was  made,  which 
exposed  to  view  the  end  of  the  sound.  On  separating  the 
edges  of  the  canal  I  saw  a  circular  orifice  punched  through  the 
center  of  a  true  diaphram  which  was  incised  crosswise.    A  No. 
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2  1  bougie  a  boule  then  passed  easily  into  the  bladder.  It  was 
replaced  by  a  No.  20  soft  rubber  catheter,  which,  after  three 
stitches  had  been  taken  (each  embracing  the  integument  and 
the  periurethral  tissues)  was  left  in  situ  for  six  days.  Union 
was  perfect  by  primary  intention. 

After  the  tenth  day,  the  20th  of  May,  a  Benique  sound  was 
passed  every  third  day.  On  the  3d  of  June  a  No.  28  Benique 
passed  easily  and  micturition  took  place  without  difficulty  and 
in  a  large  stream  every  four  hours  during  the  day,  and  not  at 
all  during  the  night. 

I  saw  the  patient  again  in  December,  1907,  together  with  Dr. 
Dusser.  Although  catheterization  had  not  been  practiced  since 
July,  1906,  micturition  was  normal  and  we  were  able  to  intro- 
duce a  No.  25  bougie  a  boule  without  the  least  obstruction. 

To  be  sure  it  rather  often  happens  that  nocturnal  incontinence 
is  associated  with  coarctations  of  the  meatus  and  of  the  bulbous 
portion  of  the  urethra.  Very  slight  stenoses  sometimes  cause 
irregularities  of  micturition  of  a  very  troublesome  and  painful 
nature.  In  all  phenomena  nervous  reaction  enters  as  an  im- 
portant element.  Indeed,  is  not  there  a  similar  condition  in 
chronic  stenosis  following  gonorrhea?  One  often  sees  patients 
urinating  without  any  appreciable  effort  and  without  increased 
frequency  in  spite  of  the  presence  of  filiform  strictures;  while 
others  suffer  from  retention,  from  polakyuria,  when  their  stric- 
tures are  large,  admitting  a  No.  18  or  20  Charriere.  In  these 
cases  it  is  the  infected  condition  of  the  urethra  and  the  degree 
of  nervous  reaction  which  often  play  an  important  role. 

The1  treatment  I  shall  not  enlarge  upon.  Dilatation  is  often 
impossible,  the  valvular  stricture  preventing  the  passage  of  the 
instrument  on  which  it  catches  in  the  manner  of  a  hood.  We 
have  seen  both  in  Bonnet's  and  in  my  own  case  that  in  such 
instances  external  urethrotomy  was  the  most  effective  operation, 
the  most  perfect  mode  of  intervention  being  resection  of  the 
valvule  at  its  insertion  and  then  suturing.  The  immediate 
union  re-establishes  the  urethral  wall  without  any  nodular  tissue 
capable  of  causing  stricture  by  contraction.  When  for  some 
reason  this  procedure  is  impracticable,  a  crucial  incision  of  the 
valvule  followed  by  the  passage  of  Benique  sounds  also  gives 
good  results.  But  still  catheterization  at  greater  or  less  in- 
tervals is  a  matter  of  necessity. 


Contributed  by  the  Author  to  The  American  Journal  of  Urology. 

RESUME  OF  PROGRESS  IN  THE  DEVELOPMENT 
OF  MODERN  CYSTOSCOPES* 

By  Bransford  Lewis,  M.  D.,  St.  Louis, 
Prof  .  of  Genito-Urinary  Surgery,  Medical  Department  of  St.  Louis  University. 

NUMEROUS  discussions  on  priority  and  the  origin 
of  individual  features  of  cystoscopes  that  appear  from 
time  to  time,  some  of  them  acrimonious,  most  of 
them  more  or  less  biased  by  personal  interest,  would  seem  to 
justify  the  endeavor  to  unravel  the  tangle  in  which  the  his- 
tory of  cystoscopes  is  involved.  The  difficulties  meeting  such 
an  endeavor  are  soon  appreciated  by  one  entering  on  the  task; 
nevertheless,  each  may  contribute  something  toward  the  solu- 
tion of  the  problem  by  adding  the  unprejudiced  result  of  his 
own  investigation.  The  accompanying  is  submitted  in  that 
light.  It  refers  to  modern  cystoscopes,  only;  and  relates  more 
especially  to  the  features  of  cystoscopes  embraced  in  the  sheath- 
and-telescope  variety  of  the  instrument. 

While  the  names  of  many  ingenious  inventors  and  inves- 
tigators should  be  honored  in  an  extended  history  of  cysto- 
scopes, it  is  a  fact  that  material,  practical  cystoscopy  had  its 
beginning  in  the  last  quarter  of  the  past  century,  when  Nitze 
matured  and  presented  the  fruits  of  his  inventive  genius. 

In  1867  Julius  Bruck,  of  Breslau,  described  his  method 
of  examining  the  cavities  of  the  body  by  what  he  termed, 
"  stomatoscopy,"  with  the  aid  of  his  glow-wire  or  platinum 
loop.  Ten  years  later  (1877)  this  loop  was  applied  by  Nitze 
in  his  first  cystoscope,  in  which  he  made  use  of  lenses  after 
the  manner  employed  in  the  terrestrial  telescope.  The  incan- 
descent lamp  of  Edison  was  not  then  known,  and  cooling 
apparatus  was  necessary  for  preventing  burning  of  the  vesical 
mucous  membrane  with  the  hot  loop. 


*  Read  before  The  American  Urological  Assoication,  June  i,  1908. 
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In  1886  Dittel  (1)  placed  this  platinum  wire  arrangement 
of  Bruck's  on  the  tip  of  the  beak,  (Fig.  1)  facilitating,  as 
Casper  tells  us  ( 1 )  the  cooling  of  the  glow-lamp  and  fur- 
nishing the  first  use  of  the  tip  of  the  cystoscope  beak  as  a  light- 
carrier. 

The  Edison  incandescent  lamp,  made  known  in  1880, 
was  not  applied  to  cystoscopic  use  until  1883,  when  David 
Newman  (2)  employed  one  in  a  cystoscope  presented  by 
him  at  that  time.  In  1885,  Boisseau  du  Rocher  (3)  first  pre- 
sented his  incandescent  lamp  cystoscope  of  indirect  view  and 
megaloscopic  optical  arrangement.  In  the  same  month,  March 
of  1887,  both  Nitze  (4)  and  Leiter  (5)  presented  their  first 
models  of  incandescent  lamp  cystoscopes.  These  three  instru- 
ments formed  the  basis  on  which  all  later  cystoscopes  have 
been  modeled;  and  marked  the  practical  accomplishment  of 
the  task  so  long  and  diligently  sought  by  inventors  preceding 
them. 

Nitze's  instruments  were  built  in  two  models:  One, 
termed  No.  1,  with  a  prism  for  indirect  (right  angles)  view; 
and  the  other,  No.  2,  for  direct  view,  with  external  illumina- 
tion. 

In  1889  Brenner  (6)  modified  Nitze's  direct-view  model 
by  running  a  small  canal  through  the  lower  wall  (Fig.  2), 
primarily  for  the  purpose  of  furnishing  a  mode  of  exchanging 
the  fluid  in  the  bladder  during  observation,  but  later  used  for 
carrying  a  ureteral  catheter  and  effecting  single  ureteral  cath- 
eterization of  the  ureter  by  the  direct  method. 

In  the  same  year,  1889,  Boisseau  de  Rocher  (7)  presented 
and  put  to  the  test  of  successful  clinical  use  his  composite  in- 
strument, which  was  epoch-making;  the  brilliancy  of  whose 
achievement  is  only  becoming  apparent  in  the  light  of  the 
steps  made  latterly  on  the  well-defined  lines  laid  down  by  him 
at  that  time,  as  evidenced  by  the  numerous  cystoscopes  of  that 
design  now  in  use  and  that  are,  perhaps,  receiving  most  favor 
in  this  country. 

Boisseau's  instrument  was  the  first  that  deviated  from  the 
usual  form  of  fixed-lens  system  of  the  Nitze-Leiter  type,  in 
which  the  lenses  and  lamp  were  made  integral  with  the  shaft 
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and  beak  of  the  instrument.  Boisseau's  plan  separated  the 
ocular  part  from  the  sheath  and  lamp-carrying  beak,  present- 
ing the  service  sheath  with  illuminated  beak  as  one  part,  and 
variable  telescopes  as  the  other,  these  latter  to  be  fitted  into 
the  sheath  at  will  (Fig.  3).  This  was  an  achievement  of 
greatest  import  permitting  latitude  of  intra-vesical  observation 
and  manipulation,  not  only  impossible  to  the  instruments  of 
the  fixed-lens  type  (which  afford  a  view  in  only  one  direction) 
but  probably  never  appreciated  until  its  possibilities  have  been 
worked  out  in  the  several  combination  cystoscopes  of  the  latter 
day. 

But  Boisseau  was  not  only  pioneer  in  submitting  in  1889 
the  separable  sheath-and-telescope  plan,  but  supplied  in  the 
same  instrument  the  definite  means  for  catheterizing  both 
ureters  at  one  time  in  the  two  catheter  channels  which  were 
placed  in  the  lower  wall  of  his  sheath.  This  was  the  first 
instrument  in  which  synchronous  double  ureteral  catheteriza- 
tion was  aimed  at  or  effected;  and  without  doubt  deserves  the 
full  and  unstinted  credit  for  having  achieved  that  brilliant 
end. 

That  is  was  the  definite  purpose  of  Boisseau  to  effect 
double  ureteral  catheterization,  is  proved  not  only  by  the  illus- 
trations of  his  instruments  in  his  publications  of  1890,  1892, 
1894  and  1898,  but  also  by  the  descriptions  of  the  author  in 
those  several  contributions.  In  the  one  of  1890,  (Annales  des 
maladies  des  organes  genito-urinaires ,  Vol.  VIII,  page  73) 
Boisseau  says : 

"On  the  lower  side  of  the  straight  sheath  run  two  paral- 
lel tubes,  with  internal  caliber  of  No.  6,  French  scale.  At 
the  ocular  extremity  they  terminate  at  cocks;  and  contain  ob- 
turators to  facilitate  the  passage  of  the  instrument  over  the 
urethral  mucous  membrane.  These  small  tubes  have  two  dif- 
ferent purposes:  They  serve,  in  the  first  place,  as  conductors 
for  the  ureteral  catheters.  Nothing  is  simpler,  after  observ- 
ing the  orifice  of  the  ureter,  with  the  catheter  in  sight,  than 
to  guide  the  latter  and  engage  it  in  the  ureter.  By  pushing 
from  the  outside,  one  may  insert  it  to  the  depth  desired. 
Finally,  these  small  catheters  being  controlled  yet  independent, 
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every  facility  is  furnished  for  catheterizing  the  two  ureters  with- 
out the  necessity  of  withdrawing  the  instrument  or  disengag- 
ing the  first  catheter.  A  second  purpose,  fulfilled  by  the  two 
little  tubes,  is  that  of  irrigation  of  the  bladder.  They  con- 
stitute, in  reality,  a  double-current  catheter,  by  means  of  which 
one  may  effect  irrigation,  if  not  complete  and  rapid,  at  least 
sufficient  to  maintain  the  transparency  of  the  fluids." 

That  the  purpose,  thus  described,  of  ureteral  catheteriza- 
tion was  accomplished,  by  the  instrument  of  Boisseau,  is  at- 
tested by  one  of  the  prominent  surgeons  of  Paris,  of  that 
period,  Poirier,  who  in  writing  of  his  experience  with  it  said 
(8)  :  "the  difficulties  that  the  cystoscope  meets  with  in  case 
of  tumors  of  the  bladder  do  not  appear  in  applying  it  to  cath- 
eterization of  the  ureters,  which  is  very  easy.  After  only 
a  small  experience  the  writer  easily  found  the  orifice  of  the 
ureters  and  with  the  small  catheter  readily  penetrated  the 
ureter."  He  mentioned  two  instances  in  which  both  he  and 
his  assistant  had  successfully  conducted  the  manipulations  on 
living  individuals  in  the  previous  month.  His  final  conclusion 
was  that  surgery  was  henceforth  in  possession  of  an  easy 
and  practical  means  of  obtaining  the  separation  of  the  secre- 
tions from  the  two  kidneys. 

Boisseau's  instruments  and  plans  were  recognized  and 
quoted  in  practically  all  the  writings  on  cystoscopy  of  any  im- 
portance in  the  next  following  fifteen  years.  One  cannot  find 
a  standard  work,  on  the  subject  in  which  thev  fail  of  mention, 
description  or  illustration. 

The  writer  is  thus  explicit  in  calling  attention  to  the  facts 
of  these  instruments  of  Boisseau  because  the  originality  and 
priority  of  the  features  introduced  in  them  by  Boisseau  have 
been  erroneously  claimed  by  and  ascribed  to  other  sources  in 
a  number  of  writings  on  cystoscopy. 

Boisseau's  sheath-and-telescope-instrument  of  1889  was 
built  in  two  forms:  One  sheath  was  equipped  with  fenestra- 
tion and  illumination  on  the  convex  aspect,  adopting  the  "di- 
rect" mode  of  observation  and  catheterization,  while  the  other 
sheath  was  fenestrated  and  illuminated  on  the  concavity,  in 
which  direction  it  afforded  its  view,  for  disclosing  those  parts 
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of  the  bladder  not  exposed  by  the  other,  direct,  view.  Two 
different  telescopes  were  provided;  one  for  the  direct,  and  one 
for  the  right-angle  view.  Later,  in  1898,  (9)  the  instrument 
was  so  modified  by  double  fenestration  of  the  one  sheath  as 
to  furnish  the  means  of  observation  on  both  concavity  and 
convexity,  the  multiple  telescope  passing  through  the  one  sheath 
for  that  purpose  (Fig.  8).  This  was  the  first  instance  (1898) 
in  which  the  composite  principle  was  applied  to  the  cystoscope. 

Following  the  promulgation  of  this  instrument  during 
the  nineties  a  number  of  cystoscopes  of  the  sheath-and-tele- 
scope  type  were  introduced;  their  authors  employing  various 
individual  features  that  seemed  advantageous  with  respect  to 
the  setting  of  the  lenses,  the  mode  of  accomplishing  irrigation, 
etc.,  but  none  presenting  any  mark  of  originality  or  definite 
departure  from  the  plans  already  conceived  by  Nitze  and 
Boisseau.  In  fact,  the  instruments  of  these  two  have  embraced 
practically  all  distinctive  originality  of  cystoscopes  to  the 
present  day;  and  analysis  of  the  respective  instruments,  mul- 
titudinous in  number  and  apparently  varying  widely  in  individ- 
ual characteristics,  shows  that  they  were  practically  all  antici- 
pated in  the  original  cystoscopes  of  Nitze  and  Boisseau. 

This  is  shown  in  the  illustration  of  cystoscopes  accom- 
panying, which  depict  their  individual  features  sufficiently 
well  for  such  analysis.  They  are  taken  either  from  the  instru- 
ments themselves  or  the  illustrations  of  the  several  authors. 
So  far  as  practical,  the  date  and  medium  of  first  publication 
are  given  in  the  references  arranged  chronologically. 

TABULATION 
Arranged   chronologically,   with   brief  remarks   on  in- 
dividual features : 

1867    Bruck,  Platinum-wire  glow  lamp. 

1874-76  Gruenfeld,  endoscopic  inspection  of  the  bladder;  introduc- 
tion of  ureteral  catheter  outside  of  and  along  the  endoscope, 
and  first  successful  endoscopic  ureteral  catheterization ;  exter- 
nal, mirror  illumination. 

1875  Simon,  first  ureteral  catheterization,  by  "  fishing  method,"  by 

anatomical  landmarks  and  touch,  without  inspection. 

1876  Rutenberg,  Vienna,   (10)   first  use  of  forced  air-inflation  for 

distending  the  bladder  for  cystoscopy. 

1877  Nitze,  first  application  of  telescopic  lenses  to  cystoscopes,  using 

Bruck's  glow-lamp  for  internal  illumination. 
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1880    Dittel  (1)  applied  glow-lamps  to  tip  of  beak  (Fig.  1). 
1880    Edison  incandescent  lamp  introduced  but  not  applied  to  cysto- 
scopy. 

1883  David  Newman  (2),  first  to  use  incandescent  lamp  in  cys- 
toscopy. 

1885  Boisseau  du  Rocher,  (3)  first  model,  incandescent  lamp,  indi- 
rect-view with  megaloscopic  lenses  (Fig.  3). 

1886-88  Pawlik  (11)  air-distention  (genu-pectoral  posture)  cys- 
toscopy and  ureteral  catheterization,  with  anatomical  guides; 
successful,  but  in  women  only.    External  illumination. 

1887  Nitze  (4),  application  of  Edison  lamp  to  his  two  models  of 
cystoscopes,  direct  and  indirect  views,  with  telescopic  lenses. 

1887  Leiter  (5),  indirect-view  telescopic  lens  cystoscope,  similar  to 
Nitze's  model,  No.  1. 

1887,  Dittel  (12),  application  of  incandescent  lamp  to  tip  of  beak, 
indirect  view  (Fig.  1). 

1889  Brenner  (6),  (Fig.  2),  addition  of  single  ureteral  catheter  chan- 
nel to  Nitze's  direct-view  cystoscope.     Fixed-lens  system. 

1889  Boisseau  du  Rocher  (Fig.  3),  (7),  composite  cystoscope;  first 
of  sheath-and-telescope  plan ;  first  to  give  synchronous  double 
ureteral  catheterization  through  two  ureter  catheter  channels; 
facilities  for  vesical  irrigation  and  exchange  of  fluids;  two 
models  furnishing  both  direct  and  indirect  views  for  including 
the  whole  interior  of  the  bladder.  Successful  ureteral  cath- 
eterization with  this  reported  by  Poirier  (8). 

1893  Howard   Kelly    (13),   air-distention,   direct   view,  endoscopic 

method  similar  to  Pawlik's ;  for  women  only. 

1894  Casper   (14),  first  model  of  catheterizing  cystoscope,  indirect 

view,  sliding  cover  for  catheter  channel  (Fig.  10). 

1894  Nitze  (15),  single  tube  ureter-catheterizing  cystoscope,  indirect 

view. 

1895  Gueterbock  (16)  (Fig.  4),  sheath-and-telescope;  both  lamp  and 

lens  on  telescope,  indirect  view  only;  non-catheterizing ;  irri- 
gation through  sheath. 

1896  Fenwick  (Fig.  5)    (17),  sheath-and-telescope;  both  lamp  and 

lens  on  telescope;  indirect  view  only;  non-catheterizing;  irri- 
gation through  sheath. 

1897  Nitze   (Fig.  6)    (18),  evacuation  cystoscope;  sheath-and-tele- 

scope ;  indirect  view ;  non-catheterizing ;  free  irrigation  for 
evacuation  through  sheath. 

1897  Albarran  (Fig.  7)  (19),  sheath  with  telescope  for  indirect  ob- 

servation, irrigation  and  ureteral  catheterization  (single)  ; 
movable  lever  controlling  ureteral  catheter  (original). 

1898  Boisseau  du  Rocher  (Fig.  8)   (9),  second  model,  sheath  and 

multiple  telescopes,  for  direct  and  indirect  views  to  same 
sheath  ;  ample  irrigation. 
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1898  Kock,  Preston  (Fig.  9)  (6),  first  'cold  '  lamp  air-cystoscope  for 
male;  sheath  and  multiple  telescope  for  direct  and  indirect 
views;  extra  tube  (removable)  for  carrying  ureter  catheter 
(single). 

1898  Casper  (Fig.  10),  provision  for  double  catheterization  by  sliding 

cover  for  groove. 

1899  Lang  (Fig.  11)  (20),  sheath-and-telescope,  indirect  view  only, 

non-catheterizing. 

1899  Schlagintweit  (Fig.  12)  (21),  evacuation,  sheath-and-telescope; 
indirect  view  only;  non-catheterizing. 

1899  Tilden  Brown   (Fig.   13)    (22),  sheath-and-telescope;  double 

catheter  channel ;  direct  view  only. 

1900  Bransford  Lewis  (Fig.  14)   (23),  air  cystoscope,  for  male  and 

female,  fixed  ureter  catheter  channel,  at  first  single,  shortly 
afterwards  double  channel. 
1900    Kollman  (Fig.  15)   (24),  sheath,  with  indirect  view  and  irri- 
gating  telescope ;   non-catheterizing ;   working  on  concavity 
only;  non-irrigating  during  manipulation. 

1900  Wossidlo  (Fig.  16)   (25),  sheath  and  indirect  view;  telescope 

working  on  convexity  only ;  double  catheterizing ;  non-irrigat- 
ing during  manipulation. 

1901  Tilden  Brown  (Fig.  17)   (26),  composite  sheath  and  multiple 

telescopes ;  giving  direct  and  right-angle  views ;  double  cath- 
eterizing by  direct  method  only ;  irrigation ;  lamp  forming 
tip  of  beak  (Dittel's  plan). 

1902  Nitze  (Fig.  18)  added  the  double  tube  to  former  single  cath- 

eterizing cystoscope. 

1902  Bierhoff  (Fig.  19)  (27),  modified  Nitze's  by  making  sheath  and 

telescope  separable,  for  removal  of  catheters  in  situ. 

1903  Schlagintweit  (Fig.  20)  (28),  retrograde  cystoscope  by  movable 

lens ;  non-catheterizing. 
1903    Young  (29),  retrospective  cystoscope.  fixed  prism  lens. 

1903  Bransford  Lewis  (Fig.  21)   (30),  operative  cystoscope,  air-dis- 

tention ;  accessories. 

1904  Kolischer-Schmidt  (Fig.  22)   (31),  sheath  and  telescope,  with 

distal  window;  direct  telescope  only;  double  catheterizing  by 
Casper's  arrangement  of  sliding  cover  over  groove. 
1904    Follen  Cabot  (similar  to  Fig.  17)   (32),  composite  cystoscope, 
direct-view  double  catheterizing;  lamp  on  tip  of  beak.  Irri- 
gation. 

1904  Bransford  Lewis  (33),  set  globular  lens  in  telescope  securing 
retrospective  view. 

1904  Baer  (34),  universal  cystoscope,  sheath  and  multiple  telescopes, 
giving  direct,  right-angle,  and  retrospective  views;  catheter- 
ization by  both  methods ;  irrigation  and  operative  features. 
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1904-6    Freudenberg  (Fig.  24)   (35),  direct  view,  double  catheteriz- 
ing,  on  convexity  only.    Amplified  in  1906. 

1904  Luys  (36),  direct  vision  air  cystoscope,  women  only.  Internal 

illumination. 

1905  Luys  (37),  direct  vision  air  cystoscope  for  males. 

1905    Cathelin  (38),  direct  vision  air  cystoscope,  for  males  and  fe- 
males. 

1905  Otis  (39),  sheath  and  close-fitting  telescope;  wide  angle  indi- 

rect view ;  non-catheterizing. 

1906  Bransford  Lewis  (Fig.  23)  (40),  universal  cystoscope;  sheath, 

with  multiple  telescopes,  including  direct,  right-angle  and 
retrospective  views;  double  ureter  catheterization  and  irriga- 
tion features  (latter  during  manipulation)  ;  protected  inverted 
lamp,  inclosed  in  shaft  of  beak. 

1907  Freudenberg   (42),  multiple  sheath,  single  telescope;  indirect 

view  only;  non-catheterizing.  Irrigation. 
1907    Kreissl  (43),  sheath,  direct  view  only,  giving  double  catheter- 
ization. 
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I  A   A   EDITORIAL   &   A.  I 

PIGMENTATION  OF  THE  NECK  IN  SYPHILIS. 

Pigmentation  of  the  neck  in  syphilis  is  a  much  discussed 
question  which  has  again  been  recently  studied  in  a  most 
thorough  manner  by  Roblin  in  his  thesis  upheld  at  Paris  some 
time  ago.  The  pigmentary  syphilid  shows  itself,  as  is  known, 
in  the  form  of  dirty  yellow  spots  united  to  each  other  and  cir- 
cumscribing the  white  non-pigmented  spaces  of  the  skin.  The 
pathogenesis  of  this  lesion  has  given  rise  to  much  discussion, 
and,  at  the  present  time,  there  are  two  distinct  theories  upheld. 
The  first  having  Fournier  as  its  chief  defender,  considers  the 
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pigmentary  syphilid  as  a  primary  lesion,  whose  characteristic 
element  is  the  line  of  yellowish  spots,  the  white  spots  merely 
being  islands  of  integument  which  have  remained  healthy. 
The  second  theory,  upheld  by  the  German  school,  considers  that 
the  white  spots  constitute  the  entire  lesion.  Deprived  of  pig- 
ment, whiter  than  the  normal  skin,  they  are,  according  to  this 
theory,  in  no  way  a  primary  lesion,  but,  in  reality,  should  be 
considered  as  the  remains  in  situ  of  an  erythematous  or 
erythemato-papular  eruption,  the  darker  spots  merely  represent- 
ing the  remainder  of  the  brown  coloring  of  the  skin  existing 
before  the  syphilis  was  contracted. 

Having  thus  exposed  the  two  existing  theories,  Roblin  next 
examines  their  value  based  upon  numerous  personal  observa- 
tions, and  he  shows  that  the  clinical  conclusions  which  may  be 
made  from  his  studies  absolutely  corroborate  the  solution  of  the 
problem  given  by  Gaucher  and  adopted  by  all  his  students,  in 
attributing  to  each  of  these  theories  its  portion  of  the  truth.  In 
the  first  place,  Roblin  never  met  with  an  instance  of  pigmenta- 
tion of  the  neck  which  was  not  preceded  in  situ  by  a  syphilitic 
lesion.  Consequently,  he  discards  the  theory  of  the  primary 
origin  of  the  pigmejitary  syphilid  of  the  neck,  a  theory  which 
he  cannot  admit  after  the  multiple  and  concorJant  facts  that 
he  has  observed. 

As  to  the  pathogenesis,  properly  speaking,  it  is  the  result  of 
twd  different  processes.  In  the  large  majority  of  cases  the  dis- 
turbances in  the  pigmentation  arise  after  the  appearance  and 
evolution  of  the  specific  papules  in  the  cervical  region.  They 
are  composed  generally  by  distinctly  leucodermic  spots  placed 
on  a  yellowish  background  which  is  distinctly  hyperpigmented, 
and  this  is  the  post-eruptive  leucomelanoderma  of  Gaucher. 
Its  development  is  as  follows:  when  the  specific  papule  is 
fading  out,  a  small  whitish  ring  surrounds  it  which  becomes  rap- 
idly appreciable.  Then  the  papule  completely  subsides  and  is 
replaced  by  a  brown  macula,  in  the  center  of  which  appears  a 
small  white  point,  frequently  hardly  visible.  After  this  the 
ring  increases  little  by  little  in  extent  and  joins  the  little  white 
spot,  which,  in  its  turn,  has  increased  in  size.  Nevertheless,  an 
inverse  phenomenon  occurs  at  the  periphery;  the  skin  becomes 
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covered  with  a  dirty  yellow  pigmentation  around  the  leuco- 
dermic  spot  which  follows  the  papule,  so  that  when  once  the 
evolution  has  ended,  there  is  a  peri-  and  meta-papular  leucome- 
lanoderma. 

Now,  if  the  leucomelanoderma  is  a  morbid  entity,  one  should 
not,  for  this  reason,  reject  the  existence  of  a  pigmentary  syphilid 
formed  by  a  hyperpigmentatioji  only,  without  leucodermic 
lesion.  In  opposition  to  the  leucomelanoderma  one  can,  as 
does  Gaucher,  give  to  this  new  type  of  pigmentation  the  name 
of  "true  pigmentary  syphilid."  In  point  of  fact,  this  is  what 
Fournier  has  described,  but  attributing  to  it,  as  we  have  seen,  a 
primary  origin. 

Formed  in  some  instances  by  dirty  yellow  rings  intercrossed 
under  various  angles  and  limited  by  spots  of  healthy  skin,  at 
others — and  more  rarely — by  yellowish  maculae  placed  in  the 
midst  of  normal  integument,  it  does  not  occur  after  papular 
eruptions,  as  does  the  leucomelanoderma,  but  in  reality  follows 
areolar  or  macular  roseola,  which  is  simply  a  local  hyperemia 
without  any  difference  of  level  from  the  peripheral  integument. 
At  the  time  that  the  roseola  disappears  its  rosy  hue  is  replaced 
little  by  little  by  a  light  yellow  tint,  then  by  a  persisting  dirty 
yellow,  forming  the  true  pigmentary  syphilid.  When  the 
roseola  is  of  the  areolar  type,  and  forms  large  meshes  one  will 
have  in  situ  an  ochre  pigmentation  as  this  change  takes  place, 
circumscribing  the  healthy  skin.  On  the  contrary,  when  the 
roseola  is  of  the  macular  type,  the  pigmentary  syphilid  will  give 
rise  to  ochre  colored  spots  on  a  background  of  normal  white 
integument.  And  now,  whether  one  is  dealing  with  a  leu- 
comelanoderma or  a  true  pigmentary  syphilid,  why  do  these 
pigmentations  occur?  This  is  a  question  which,  in  the  pres- 
ent state  of  our  knowledge,  it  is  nearly  impossible  to  answer. 
These  pigmentations  of  varying  duration,  but  always  very  long, 
are  not  influenced,  or  only  slightly  so,  by  treatment.  Frequent 
in  syphilis,  where  they  occur  more  readily  in  women  than  in 
men,  they  form  no  appreciable  indication  as  far  as  the  prognosis 
is  concerned.  On  the  other  hand,  they  are  of  capital  impor- 
tance for  the  diagnosis  of  syphilis,  which,  when  they  are 
present,  should  always  be  made  even  if  no  other  specific  mani- 
festation is  present. 
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Results  in  Syphilis  With  Atoxyl.  Hallopeau 
(Annates  des  Maladies  Veneriennes,  ,  ,March,  1908)  re- 
ported to  the  French  Society  of  Dermatology  and  Syphil- 
ography  that  he  had  found  after  numerous  experiments 
that  French  atoxyl  was  much  less  toxic  than  the  German 
preparation.  Some  samples  had  undergone  decomposition 
through  contact  with  a  solution  of  silver  nitrate  which  pro- 
duced a  reddish  precipitate.  Hallopeau  found  in  one  case 
that  treatment  with  atoxyl  produced  a  delay  in  the  appear- 
ance of  secondaries.  In  one  case  the  secondaries  did  not 
appear  at  all  though  the  patient  had  been  watched  for  five 
months.  It  is  possible,  however,  that  the  secondaries  were 
merely  retarded.  A  similar  observation  of  apparently  re- 
tarded secondaries  was  recorded  in  a  student  who  had  been 
treated  with  atoxyl,  taking  25  centigrammes  after  each  meal, 
daily,  for  a  week,  then  every  other  day  for  another  week, 
and  so  on.  In  this  patient  the  secondaries  did  not  appear 
until  four  months  after  the  chancre  and  were  very  benign 
in  character. 

Treatment  of  Anuria. — Dr.  Charles  Achard  dis- 
cusses the  pathogenesis  and  treatment  of  anurias  in  la  Tribune 
Medicale  (December,  1908).  Owing  to  the  complex  patho- 
genesis the  same  symptoms  cannot  always  be  treated  in  the 
same  manner.  "  When  an  obstacle  exists  to  the  excretion  of 
urine,  the  surgeon  must  remove  it.  Medical  treatment  will 
not  suffice  in  such  cases,  and  may  even  possess  the  disad- 
vantage of  materially  retarding  the  necessary  operation,  thus 
leading  to  a  loss  of  valuable  time,  during  which  the  kidney 
grows  worse  in  its  functional  capacity. 

In  the  secretory  anurias,  the  indications  are  complex.  The 
secretory  elements  should  be  stimulated  by  means  of  renal 
diuretics,  which  are  in  truth  but  slightly  efficacious,  and  also 
by  means  of  renal  opotherapy.    The  circulatory  debit  in  the 
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kidney  is  increased  by  increasing  the  amount  of  fluids  ingested 
and  by  introducing  water  into  the  bowel  in  the  form  of  saline 
injections,  or  else  by  introducing  saline  solutions  subcutane- 
ously  or  into  the  veins.  Solutions  of  sea  salts  are  often  contra- 
indicated;  solutions  of  sugar  are  preferable.  On  the  other 
hand,  in  patients  with  ascites  it  is  better  too  reduce  the  amount 
of  fluids  than  to  increase  it.  Milk  diet,  or  a  diet  free  from 
chlorine,  may  aid  in  fighting  anuria  by  reducing  the  mass  of 
extravasated  liquid.  The  treatment  of  cardiac  weakness  will 
remedy  the  venous  stasis  which  gives  rise  to  the  slowing  of 
the  blood  current  in  the  kidney.  At  the  same  time,  one  should 
not  neglect  the  proper  precautions  for  the  prevention  of 
uremia;  for  this  is  the  real  danger  of  anuria.  The  congestive 
edema,  the  obstruction  of  the  tubules  by  casts  and  cells  which 
lie  at  the  bottom  of  the  mechanism  of  anuria,  are  not  always 
irreparable.  For  this  reason,  it  is  important  to  gain  as  much 
time  as  possible,  until  the  circulatory  condition  of  the  kidney 
shall  have  improved  and  the  tubules  shall  have  become  free. 

The  operative  procedures  which  have  been  tried  for 
anuria,  due  to  a  medical  (non-obstructive)  cause,  consist  in 
nephrotomy  and  in  decapsulation.  Both  diminish  the  excess 
of  intrarenal  tension  and  induce  a  bleeding  of  the  parenchyma. 
Besides,  the  former  drains  the  encumbered  tubules  and  the 
second,  by  destroying  the  nerves  of  the  capsule,  renders  the 
kidney  less  sensitive  to  vasoconstrictor  impulses." 

Inasmuch  as  the  success  of  operative  measures  depends 
upon  the  recency  of  the  renal  lesions,  and  is  even  then  under 
favorable  conditions  not  at  all  constant,  every  means  should 
be  made  to  prevent  anuria  rather  than  to  allow  it  to  develop, 
with  the  idea  of  subsequent  cure  by  operation. 

Enlargement  of  the  Prostate. — A  comprehensive 
paper  on  enlargement  of  the  prostate  is  contributed  by  Dr. 
W.  H.  Mansperger  to  the  International  Journal  of  Surgery 
(December,  1908).  After  a  brief  outline  of  the  subject  from 
a  historical  viewpoint,  the  author  gives  a  detailed  description 
of  the  various  pathologic  changes  and  forms  assumed  by  an 
enlarged  gland.  The  symptomatology  and  methods  of  diag- 
nosis are  also  well  presented.     In  regard  to  treatment  the 
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author  pleads  that  catheterization,  as  a  palliative  method, 
should  not  be  forgotten,  and  should  only  be  discontinued  when 
the  intervals  between  catheterizations  become  shorter  and  the 
pain  and  discomfort  increase.  As  regards  surgical  interven- 
tion, the  author  states  his  ideas  in  respect  to  choice  of  route 
as  follows: 

"  The  probability  is  that  there  will  be  no  one  operation 
of  the  future  for  the  cure  of  prostatic  disease;  but,  rather,  as 
we  learn  to  differentiate  conditions,  we  will  be  better  able  to 
say  which  method  will  give  the  best  results  in  the  individual 
case,  and  then  by  selecting  the  supra-pubic,  the  perineal  or 
the  Bottini  operation,  according  to  the  existing  conditions,  we 
will  thus  alone  be  enabled  to  improve  our  end-results." 

Composition  of  Renal  Calculi. — Dr.  J.  S.  Row- 
lands concludes  from  a  study  of  twenty-two  renal  calculi 
(Biochemical  Journal,  August,  1908),  that  very  little  in- 
formation concerning  the  chemical  composition  can  be  ob- 
tained from  the  physical  properties  of  the  stones.  Hardness, 
according  to  the  author,  is  merely  determined  by  the  rate  of 
formation,  as  are  also  the  properties  of  smoothness  and  pig- 
mentation, the  latter  depending  largely  on  the  amount  of 
coloring  matter  in  the  urine.  Dr.  Rowlands  established  the 
surprising  facts  that  uric  acid  and  its  salts  are  very  rare  con- 
stituents of  calculi  while  oxalic  acid,  usually  combined  with 
calcium,  was  present  in  every  case.  Phosphates  also  were  gen- 
erally present. 

Tuberculosis  of  Kidney:  Septic  Infection  of 
Kidney. — Two  cases  of  kidney  infection  are  reported  by  Dr. 
G.  W.  Warren  (Post-Graduate,  December,  1908).  The 
first  case  is  one  of  tuberculosis  of  the  kidney,  this  case  was 
gradual  and  accompanied  by  no  violent  systemic  manifesta- 
tions. The  second  case  is  one  of  pyelonephritis.  Here  the 
pyogenic  agent  was  of  virulent  type  and  the  initial  symptoms 
were  violent:  septicemia,  hyperpyrexia  and  coma. 

The  first  case,  that  of  an  Italian,  thirty-five  years  old, 
complained  in  July  of  frequent  and  painful  micturition,  accom- 
panied at  times  by  hematuria.     He  was  markedly  anemic; 
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rales  and  dullness  were  present  over  apices  of  both  lungs; 
tubercle  bacilli  were  found  in  the  sputum.  There  was  also 
a  double  heart  murmur.  Cystoscopic  examination  caused  great 
pain  and  spasm  of  the  bladder,  which  revealed  great  reduc- 
tion in  the  size.  The  mucous  membrane  was  thickened  and 
so  congested  that  no  blood  vessels  could  be  made  out.  The 
whole  mucosa  had  the  appearance  of  velvet.  An  ulcer  was 
discovered  in  the  region  of  the  left  ureteral  opening.  The 
ureteral  orifice  was  so  strictured  that  it  could  not  be  cathe- 
terized.  The  right  ureteral  opening  on  this  occasion  could 
not  be  located.  At  a  subsequent  examination,  however,  it 
was  catheterized  and  clear  urine  obtained.  As  no  pus  was 
found  in  the  urine,  it  was  assumed  that  the  kidney  was  free 
from  infection  Tuberculin  (old  Koch),  was  in- 
jected over  a  period  of  about  five  weeks  and  the  bladder  irri- 
gated with  1  :8o,ooo  bichloride  solution.  There  was  no  im- 
provement in  the  general  condition,  and  he  still  had  to  empty 
the  bladder  about  every  twenty  minutes,  both  night  and  day. 
Early  in  September  he  was  operated  upon  under  ether  anaees- 
thesia,  and  the  left  kidney  and  entire  left  ureter  were  re- 
moved. Improvement  was  gradual,  the  treatment  consisting 
of  tonics  and  irrigations  of  the  bladder,  and  the  living  of  an 
out-door  life. 

The  second  case,  an  American,  forty-five  years  old,  had 
been  complaining  for  ten  days  of  pain  in  the  left  side  in 
the  region  of  the  kidney.  When  first  seen  he  had  been  uncon- 
scious for  thirty-six  hours,  was  markedly  uremic  and  had  a 
temperature  varying  between  1030  to  105.50  F.  He  had 
passed  no  urine  for  twelve  hours.  He  was  at  once  sweated 
and  diuretics  administered.  Eight  hours  later  a  fair  flow  of 
urine  was  secured.  He  was  cystoscoped.  The  bladder  wa.ll 
was  normal  except  slight  congestion  of  the  trigonum.  The 
urine  from  the  left  kidney  was  filled  with  casts,  both  blood 
and  pus,  but  no  free  pus.  The  urine  from  the  right  kidney 
contained  from  0.6  to  0.8  per  cent,  of  albumin,  blood  corpus- 
cles and  occasional  leucocytes;  it  was  free  from  infection.  A 
diagnosis  of  miliary  abscess  of  the  left  kidney  and  cloudy 
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swelling  of  the  right  kidney  was  made.  His  uremic  condition 
at  the  time  had  markedly  improved,  but  he  was  still  in  a  semi- 
conscious state,  which  was  supposed  to  be  due  to  a  grave  sepsis. 
He  was  at  once  operated  upon  under  ether  anesthesia,  the 
left  kidney  being  removed.  There  was  decided  coagulation 
necrosis  of  the  perirenal  adipose  tissue.  The  kidney  was  en- 
larged, hard  and  friable,  and  studded  throughout  with  mil- 
iary abscesses. 

Recovery  was  uneventful.  During  the  first  twenty-four 
hours  after  operation,  forty  ounces  of  urine  were  passed,  and 
urinary  excretion  has  not  diminished  since  then. 

Wassermann's  Serum  Reaction  in  Syphilis — At  the 
last  Congress  for  Internal  Medicine,  at  Vienna  (April, 
1908),  Wassermann,  of  Berlin,  reported  on  the  status  of 
his  serum-reaction  in  syphilis.  He  recommends  that  physi- 
cians should  be  trained  in  the  correct  performance  of  the 
reaction.  The  method  can  be  taught  in  three  or  four 
weeks,  and  is  rather  complicated.  He  regards  his  reaction 
as  specific,  and  quotes  a  summary  of  his  cases,  showing  that 
in  patients  with  manifest  syphilitic  symptoms,  gofA  of  posi- 
tive reactions  were  obtained;  that  in  known  cases  of  syphilis 
during  the  latent  stage,  ^o(/c  to  50r/c  of  positive  reactions 
occurred.  On  the  other  hand,  in  1,000  control  cases,  the 
reaction  was  always  negative.  The  serum  reaction,  there- 
fore, is  a  positive,  absolutely  reliable,  clinically  specific 
method  of  examination.  A  negative  result,  however,  does 
not  always  mean  the  absence  of  syphilis,  just  as  in  the  case 
of  other  diagnostic  methods.  According  to  Wassermann, 
there  are  few  methods  known  to  medicine  which  are  as  re- 
liable as  his  serum  reaction  in  syphilis.  Thus,  it  is  more 
reliable  than  the  Widal  test  in  typhoid.  Wassermann  em- 
phasizes the  great  need  of  making  the  reaction  clinically 
available  in  examination  the  serum  of  pregnant  women,  the 
milk  of  wet  nurses,  etc. 
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ORCHITIS  FROM  INFECTION  OF  THE  PROSTATE, 
BASED  ON  THE  ANALYSIS  OF  ELEVEN  CASES 

By  Dr.  Paul  Loze. 
Formerly  Externe  to  the  Hospitals  of  Paris,  France. 

THE  primal  cause  of  orchitis  developing  in  prostatic 
subjects  is  infection  of  the  deep  urethra,  particularly 
of  the  prostate  and  seminal  vesicles.  This  condition 
is,  above  all,  realized  in  men  passed  middle  age,  who  have 
hypertrophy  of  the  prostate,  during  the  first  two  stages  of  this 
affection,  at  a  time  when  the  glandular  structure  has  become 
dilated  and  then  begins  to  undergo  a  sclerotic  process,  because, 
in  the  third  stage,  fibrous  tissue  has  developed  and  infection 
of  the  prostate  itself  is  the  exception. 

The  explanation  of  the  production  of  inflammatory  proc- 
esses in  the  prostate  and  their  extension  to  the  testicle  has 
been  thoroughly  explained  by  Reliquet  and  Guepin.  The 
former  has  reported  three  cases  wherein  the  dilatation  of  the 
glandular  cavities  of  the  prostate  took  place  with  the  reten- 
tion of  the  glandular  excretions  in  the  culs-de-sac  and,  after 
having  demonstrated  this  condition  and  showing  that  a  slight 
digital  pressure  on  the  swollen  prostate  resulted  in  the  exit 
per  urethram  of  a  large  quantity  of  a  whitish-yellow  opaline 
thick  liquid,  or  from  the  fact  that  micturition  was  greatly 
facilitated  after  coitus  in  these  patients,  he  makes  the  follow- 
ing remarks : 

"  Here  we  have  a  soil  well  prepared  for  the  formation  of 
abscesses.  A  sufficient  cause,  such  as  trauma  or  a  rough  cathe- 
terism,  a  sudden  congestion  produced  by  genesic  excitement, 
or  from  hemorrhoidal  congestion,  a  local  irritation  produced 
by  a  topical  application  in  the  prostatic  region,  or  an  injection 
pushed  with  too  great  violence  into  the  latter,  set  up  an  acute 
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inflammation  in  the  glandular  cavities  and  the  surrounding 
structures. 

"When  the  abscess  is  formed,  a  condition  which  is  very 
frequent  after  the  disappearance  of  the  severe  prostatic  con- 
gestion, there  is  a  certain  decrease  in  the  capacity  of  the  gland-- 
ular  cavities;  but  a  localized  chronic  inflammation  remains  in 
this  region  of  the  urethra,  which,  upon  the  first  opportunity, 
may  become  more  or  less  violent  and  is  the  starting  point  for 
those  complications  so  frequently  met  with  in  the  genital 
organs,  properly  speaking. 

"The  prostatic  urethra  is  always  dilated  in  these  subjects 
and  is  limited  by  the  projection  of  the  lower  lip  of  the  vesi- 
cal neck.  If  a  sound  is  improperly  passed,  it  hits  against  the 
anterior  aspect  of  this  projection,  and  from  this  arises  an  irri- 
tation which  awakens  the  prostatic  inflammation  and  is  also  a 
cause  for  the  complications  arising  in  the  seminal  tract. 

"  Thus  may  be  seen  the  origin  of  these  orchitides  so  fre- 
quent in  subjects  who  are  obliged  to  pass  the  catheter.  They 
have  a  chronic  inflammatory  process  at  the  opening  of  the 
ejaculatory  ducts  into  the  urethra,  which  may  extend  along  the 
vas  deferens  to  the  epididymis.  The  causes  of  the  orchitis  in 
prostatic  subjects  are  very  numerous  and  among  the  more 
prominent  may  be  mentioned  the  use  of  the  catheter,  the  beak 
of  the  instrument  becoming  arrested  in  the  prostatic  region; 
then  injections  introduced  into  the  prostatic  region  by  mistake 
when  the  eyes  of  the  catheter  are  supposed  to  be  in  the  blad- 
der, or  injections  forced  in  through  the  meatus  and  reaching 
the  posterior  urethra. 

"  But  it  is  not  infrequent  to  see  an  orchitis  appear,  although 
no  traumatism  to  the  urethra  has  been  inflicted.  Generally 
speaking,  in  many  of  these  patients,  presenting  stagnation  of 
urine  with  chronic  inflammation  of  the  prostatic  region,  when 
there  is  a  general  malaise,  the  tenderness  of  the  testicle  is  very 
much  greater.  If  constipated,  defecation  is  often  accompanied 
by  pain  along  the  inguinal  canal ;  one  will  find  swelling  of  the 
cord  that  will  subside  after  a  complete  evacuation  of  the  in- 
testine.   Now,  it  is  not  rare  to  meet  with  an  orchitis  arising 


ORCHITIS  FROM  INFECTION  OF  PROSTATE  171 


without  any  of  these  manifestations  occurring  in  the  cord, 
which,  when  they  exist,  are  present  for  one  or  two  days  before 
the  epididymitis  develops.  In  my  treatise  on  '  Operations  on 
the  Urinary  Tract,'  I  insisted  on  this  progressive  invasion  of 
the  cord  in  cases  of  orchitis  developing  after  lithotrity.  In  the 
cases  under  discussion  the  pathological  conditions  are  anal- 
ogous." 

What  is  the  nature  of  the  infectious  process  in  the  orchitis 
of  prostatics  and  what  are  the  bacteria  that  may  be  encoun- 
tered? A  certain  doubt  still  exists  as  to  this  subject,  because 
those  who  have,  up  to  the  present  time,  studied  the  bacteriol- 
ogy of  gonorrheal  orchitis,  have  not  carried  out  any  researches 
on  orchitis  of  prostatics.  I  will  briefly  mention  the  conclu- 
sions arrived  at  by  See,  Eraud  and  Hugounencq,  although  it 
must  be  recalled  that  they  only  deal  with  gonorrheal  orchitis. 
After  having  shown  that  epididymitis  results  from  a  posterior 
urethritis,  See  admits  the  direct  transmission  of  the  gonococ- 
cus.  In  certain  cases  he  was  not  able  to  demonstrate  this 
organism.  Jadassohn  believes  that  the  testicular  process  is 
the  result  of  toxins  formed  in  front  of  the  sphincter.  In 
cases  of  infectious  processes  arising  behind  the  posterior  ure- 
thra, it  is  a  question  whether  or  not  the  gonococcus  alone  is 
the  factor  of  secondary  infections.  Bacteriologic  researches 
relative  to  this  subject  are  not  numerous.  Finger  believes  that 
there  is  gonococcic  invasion  at  the  surface  of  the  various  ducts, 
in  the  first  place,  then  the  process  extends  into  the  cellular  tis- 
sue and  vaginalis.  In  the  case  reported  by  Reich,  the  pus 
obtained  from  a  spermatocystitis  contained  the  gonococcus. 
Routier  has  related  the  case  of  an  epididymitis  observed  in  a 
subject  35  years  of  age,  developing  after  his  first  attack  of 
gonorrhea.  This  epididymitis  ended  in  suppuration.  The 
abscess  opened  externally  and  two  masses  of  tubules  of  the 
epididymis  were  expelled,  while  the  gonococcus  was  found  in 
the  pus. 

Eraud  and  Hugounencq  found  a  special  microbe  in  the  epi- 
didymis, a  normal  saprophyte  of  the  urethra,  which  could  be 
grown  in  the  fluid  obtained  from  an  inflammatory  process  of 
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the  vaginalis  and  which  they  termed  orchiococcus.  This  or- 
ganism inhabits  the  normal  urethra  of  both  man  and  dog;  in 
shape  it  is  almost  exactly  like  the  gonococcus,  because  it  is  a 
biscuit-shaped  diplococcus,  with  a  nick  on  its  internal  aspect. 
Macaigne  and  Vanverts,  during  their  studies  on  the  muco-pus 
of  non-gonorrheal  orchitides  have  mentioned  the  presence  of 
the  streptococcus,  the  staphylococcus  and  pseudo-gonococci, 
similar  to  the  orchiococcus,  as  well  as  the  bacterium  isolated 
by  Janet,  Albarran  and  Halle.  Bockhart  has  reported  two 
cases  of  epididymitis  following  a  slight  urethritis  in  which  the 
pus  contained  large  pseudo-gonococci,  similar  to  the  orchiococ- 
cus. Legrain  met  with  a  case  of  orchitis  following  a  ure- 
thritis produced  by  the  staphylococcus  aureus  in  a  rheumatic 
patient  who  frequently  indulged  in  masturbation.  Legrain 
and  Legay  have  recorded  the  case  of  a  man  with  epididymitis 
following  a  urethritis,  the  discharge  of  which  did  not  contain 
the  gonococcus,  but  a  bacillus  and  a  micrococcus. 

I  will  now  endeavor  to  show  the  part  played  by  the  vari- 
ous specific  bacteria,  particularly  those  of  tuberculosis  and  of 
cancer,  although  of  course  I  do  not  believe  that  the  latter  is 
of  microbic  origin:  Now,  in  this  case,  supposing  the  glandular 
structures  of  the  genito-urinary  tract  are  attacked  by  tuber- 
culosis of  cancer,  an  epididymitis  may  occur,  although  it  may 
not  necessarily  be  of  a  tuberculous  or  cancerous  nature.  This 
epididymitis  is  due  to  an  added  infection,  the  results  of  the 
bacteria  already  described.  The  tuberculous  or  cancerous  de- 
generation of  the  prostate  and  seminal  vesicles  may  give  rise 
to  an  involvement  of  the  testicle,  but  usually,  the  orchitis 
takes  on  a  chronic  form  and  its  progress  is  in  direct  relation- 
ship to  the  degenerative  process  producing  it.  Thus,  if  one  is 
dealing  with  a  tuberculous  degeneration,  the  process  in  the 
testicle  will  ultimately  go  on  to  suppuration. 

I  will  now  consider  the  soil  requisite  for  the  development  of 
an  orchitis.  This  is  encountered  especially  in  lymphatic  sub- 
jects, who  have,  as  is  well  known,  a  larger  amount  of  mucous 
secretions  and  in  whom  inflammatory  processes  of  the  mucosa 
and  its  glands  occur  with  the  greatest  ease.    It  is  quite  certain 
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that  this  general  condition  of  mucous  lymphatism  is  a  very 
favorable  soil  for  the  development  of  inflammatory  processes 
in  the  peripheral  glands  of  the  urethra  and  the  prostate. 
Among  the  general  causes  rheumatism  and  gout  should  be  in- 
cluded, because,  although  not  frequent,  the  urethral  glands  are 
influenced  by  these  processes.  However,  it  is  not  enough  to 
be  simply  cognizant  of  the  proper  soil  for  the  evolution  of 
these  complications;  it  is  also  necessary  to  know  the  localized 
structures  in  which  they  arise  and  the  conditions  favorable  for 
the  explosion  of  the  infection  in  these  structures.  This  brings 
us  to  the  changes  arising  in  the  prostatic  gland,  following  a 
change  in  its  secretion.  The  condition  favorable  for  infection 
of  the  prostate  is  the  stagnation  of  the  liquids  secreted  by  the 
gland,  and  this  stagnation  takes  place  when  the  orifice  of  the 
excretory  canal  is  obstructed,  or  when  the  muscular  structures 
lose  their  power.  This  stagnation  also  becomes  complicated 
with  a  hypersecretion  and,  as  a  direct  consequence,  a  dilatation, 
temporary  at  first,  but  finally  permanent,  of  the  glands  results, 
the  latter  being  due  to  a  fibrous  transformation  in  the  glandu- 
lar walls.  Besides,  this  prostate  dilatation  from  retention  of 
the  glandular  products  is  accomplished  by  a  local  and  periph- 
eral congestion,  which  aggravates  the  stagnation  of  urine 
due  to  the  hypertrophy  of  the  prostate  and  the  constipation. 
These  are  all  conditions  favoring  infection  which  may  vary 
in  nature,  such  as  gonorrhea,  traumatism,  prostatic  abscess, 
tuberculosis  or  carcinoma.  For  that  matter,  the  causative 
factor  producing  the  infection  is  indifferent,  because  it  acts  on 
a  prepared  soil,  the  nature  of  which  I  have  already  pointed  out 
in  speaking  of  the  pathologic  changes  of  the  prostate,  follow- 
ing glandular  stagnation. 

The  changes  arising  in  the  orchitis  from  infected  prostates 
may  involve  the  testicle,  the  epididymis,  the  vaginalis  and  the 
surrounding  tissues.  The  skin  of  the  scrotum  is  red  and  ad- 
herent to  the  underlying  structures.  The  vas  deferens  is  often 
increased  in  size  and  the  cellular  tissue  surrounding  it  becomes 
indurated.  The  epididymis,  especially  at  its  lower  portion, 
may  become  twice  or  three  times  its  size,  while  its  underlying 
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cellular  tissue  becomes  infiltrated.  The  testicle  may  also  in- 
crease in  size  and  develop  a  suppurative  process  in  its  paren- 
chyma. The  vaginalis  frequently  is  the  seat  of  an  inflamma- 
tory process  resulting  in  a  serous  or  suppurative  collection. 

We  know  that  the  affection  may  terminate  in  suppuration 
and  that  the  pus  may  become  localized  around  the  cord,  giv- 
ing rise  to  a  periorchitis,  or  in  the  parenchyma  of  the  testicle 
itself,  thus  giving  rise  to  a  suppurating  orchitis.  When  it 
involves  the  vaginalis,  a  suppurating  vaginalitis  results.  These 
processes  have  been  demonstrated  by  an  autopsy  performed  on 
a  subject  who  died  with  an  orchitis  resulting  from  an  infected 
prostate.  Death  took  place  while  resolution  of  a  left  sided 
orchitis  was  going  on,  the  latter  having  been  caused  by  a 
rough  catheterism  of  the  prostate  region.  The  vas  deferens 
was  full  of  pus  and  the  process  extended  into  the  tubules  of 
the  epididymis.  The  tissues  in  the  neighborhood  of  the  vas 
deferens  were  intact,  but  those  enveloping  the  epididymis  were 
inflamed. 

Orchitis  from  infected  prostates  presents  several  clinical 
types  which  it  is  important  to  distinguish.  In  the  first  type 
may  be  placed  those  orchitides  which,  so  to  speak,  have 
aborted  and  never  give  rise  to  any  marked  local  or  general 
reaction.  The  patient  complains  of  a  sensation  of  weight  and 
dragging  in  the  testicle.  If  the  organ  is  examined  manually, 
pain  will  be  complained  of  along  the  course  of  the  cord  and 
the  latter  may  be  swollen  sufficiently  to  be  observed  by  inspec- 
tion. At  the  same  time,  the  urethral  discharge,  if  it  existed, 
has  disappeared  or  has  become  diminished,  pus  has  disap- 
peared from  the  urine  and  by  rectal  examination  the  prostate 
will  be  found  enlarged.  Changes  in  the  general  health  will 
also  be  noted,  such  as  elevation  of  temperature,  a  dry  tongue, 
loss  of  appetite  and  constipation.  It  often  happens  that  this 
condition  of  affairs,  either  with  or  without  treatment,  may  not 
develop  further;  the  swelling  of  the  cord  and  testicle  finally 
disappears,  while  the  pain  subsides  completely;  the  urine  again 
becomes  purulent  and  the  prostate  regains  its  normal  supple- 
ness.   This  form  of  orchitis  is  quite  frequently  encountered  in 
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elderly  men  who  are  obliged  to  lead  a  catheter  life.  It  is  also 
occasionally  met  with  in  young  prostatics. 

In  the  second  type  I  shall  include  the  most  common  cases 
of  orchitis  from  an  infected  prostate,  those  in  which  the  local 
symptoms  take  on  a  great  importance.  In  these  cases,  one 
is  dealing,  generally  speaking,  with  patients  presenting  unrin- 
ary  stagnation  with  chronic  inflammation  of  the  prostate. 
The)  finally  complain  of  general  malaise,  while  the  sensitive- 
ness of  the  scrotum  and  testicle  increases.  Constipation  is 
often  accompanied  with  pain  in  the  inguinal  canal,  a  certain 
amount  of  swelling  in  the  cord  is  detected,  which,  as  I  have 
already  pointed  out,  may  subside  after  the  intestine  has  been 
completely  emptied.  It  is  infrequent  that  the  orchitis  appears 
suddenly  before  giving  rise  to  certain  symptoms  of  invasion 
of  the  cord,  which  are  present  for  several  days  before  the 
epididymitis  makes  itself  evident.  The  swelling  of  the  cord 
extends  towards  the  testicle,  leaving  those  portions  which 
were,  in  the  first  place,  involved,  and,  when  once  the  epididy- 
mis has  become  involved,  it  increases  in  size  slowly  in  most 
cases,  the  complete  development  of  the  tumefaction  taking 
two  or  three  days.  In  the  majority  of  cases,  the  tissues  of  the 
scrotum  present  a  more  or  less  generalized  edema  which  is 
more  evident  on  the  side  of  the  testicle  involved.  The  swell- 
ing of  the  testicle  itself  varies  considerably;  it  may  be  limited  to 
the  epididymis,  whose  contours  should  be  explored.  In  other 
cases  it  is  complete  and  a  fluid  collection  will  have  taken  place 
in  the  vaginalis,  but  the  latter  is  generally  of  minor  import- 
ance. 

Pain  is  rarely  severe  and  usually  does  not  give  rise  to  the 
irradiations  common  in  gonorrheal  orchitis.  The  skin  of  the 
scrotum  is  somewhat  reddened  and  slightly  tense.  As  soon  as 
the  tumefaction  has  reached  its  maximum,  the  local  pain 
ceases  and  in  order  to  produce  it,  the  testicle  must  be  pinched. 
As  to  the  general  phenomena,  their  intensity  varies  with  the 
age  of  the  subject  and  the  degree  of  the  infection.  Thus,  in 
young  prostatic  subjects  the  general  phenomena  are  slight. 
There  is  some  dryness  of  the  tongue,  constipation,  a  little  rise 
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in  temperature,  while  the  pain  is  but  moderate.  In  old  pros- 
tatics,  who  are  thoroughly  infected,  the  general  phenomena 
are  serious.  Here  we  meet  with  a  very  dry  tongue,  constipa- 
tion with  intestinal  tympanism,  a  considerable  rise  in  tempera- 
ture, reaching  from  39  to  40°  C,  severe  pain,  prostration,  de- 
lirium, and  death  may  result.  However,  I  would  say  that 
this  symptomatic  picture  of  the  orchitis  in  elderly  subjects 
should  be,  strictly  speaking,  reserved  for  the  third  type,  which 
I  shall  describe. 

The  orchitis  of  infected  prostates  follows  an  ascending  pro- 
gress and  reaches  its  height  of  intensity  within  three  or  four 
days.  After  this  it  undergoes  an  evolution  towards  its  end 
which  may  take  place  in  three  different  ways.  In  the  first 
place,  resolution  may  occur,  even  quite  quickly,  but  it  also 
frequently  happens  that  the  inflammatory  process  becomes 
localized  at  a  certain  point,  this  being  determined  where  the 
thickening  of  the  scrotal  tissues  is  the  most  pronounced.  In 
this  case,  an  abscess  is  forming  and  will  develop  in  one  of  the 
three  following  locations:  It  will  be  found  either  in  the  head 
of  the  epididymis  or  towards  the  side  along  the  course  of  the 
cord,  in  which  case  there  is  a  periorchitis;  or  the  focus  is  in 
the  testicle  itself.  In  the  first  two  locations  a  cure  is  rapidly 
obtained  after  incision,  but,  in  the  third  location,  the  testicle 
may  be  completely  destroyed,  or  it  may  undergo  a  slow  resolu- 
tion with  a  progressive  subsidence  of  the  swelling  accom- 
panied by  the  reappearance  of  the  urethral  discharge  or  puru- 
lent urine,  or  both  of  these  conditions  may  be  associated. 

In  the  third  mode  of  recovery  from  an  orchitis  due  to  an  in- 
fected prostate,  the  subsidence  of  the  testicular  congestion  is 
made  evident  by  very  abundant  spontaneous  purulent  evacua- 
tions per  urethram  containing  streaks  of  blood.  These  spon- 
taneous evacuations  usually  take  place  during  the  night  and 
frequently  the  subject  believes  that  he  has  had  an  ejaculation, 
but  the  fluid  examined  does  not  contain  any  spermatozo.  These 
evacuations  are  followed  by  a  considerable  degree  of  comfort, 
and  it  even  happens  that  these  evacuations  of  purulent  and 
thick  mucous  masses  by  the  urethra  are  suddenly  followed 
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within  a  day  or  two  by  a  subsidence  of  the  swelling  of  the 
epididymis  and  cord. 

However  this  may  be,  whether  the  orchitis  end  by  simple 
resolution,  abscess  formation  or  spontaneous  evacuation  of  the 
purulent  matter  by  the  urethra,  recovery  will  be  all  the  quicker 
the  younger  the  patient  and  the  milder  the  general  phenom- 
ena. Occasionally  a  slight  hydrocele  is  the  only  trace  left  after 
the  orchitis  has  subsided. 

Now,  in  the  third  type,  I  will  describe  the  form  of  orchitis 
in  prostatic  subjects,  which  is  merely  an  epiphenomenon  oc- 
curring during  the  progress  of  a  generalized  infection,  a  type 
particularly  serious  on  account  of  the  intensity  of  the  general 
phenomena  accompanying  it,  and  especially  because  it  is  usu- 
ally met  with  in  elderly  subjects.  Let  us  take  for  example 
an  old  man  with  a  hypertrophied  prostate;  the  seminal  vesicles 
participate  in  this  tumefaction;  the  finger  pressing  on  the  gland 
forces  pus  out  through  the  meatus,  which  is  frequently  fetid, 
or  a  spontaneous  discharge  may  occur,  mixed  with  the  urine. 
Thus,  one  may  believe  that  all  immediate  danger  is  done  away 
with,  but  a  slight  infection,  such  an  influenza  or  a  septic  cathe- 
terism,  and  especially  the  entrance  of  the  urine  into  the  dilated 
tubules  during  attempts  at  micturition,  causes  the  spontaneous 
discharge  to  cease,  the  desire  to  urinate  becomes  more  fre- 
quent and  the  end  of  the  act,  even  when  the  catheter  is  used, 
is  painful  and  one  or  both  testicles  begin  to  slowly  increase  in 
size.  At  the  same  time,  dysphagia,  constipation  and  mild 
headache  appear.  The  temperature  may  reach  not  more  than 
390  C,  but  the  patient's  strength  diminishes,  the  tongue  be- 
comes dark,  while  the  amount  of  urine  voided,  although  large, 
does  not  contain  much  pus  and  may  only  have  a  milky  ap- 
pearance. The  patient  is  not  long  in  dying  in  a  comatose  con- 
dition due  to  uremia.  Towards  the  end,  the  urine  is  passed  in 
slight  amount,  is  brownish  and  presents  a  very  foul  odor.  An 
autopsy  pus  is  found  in  the  prostate,  the  seminal  vesicles  and 
often  in  the  testicle.  The  kidneys  show  signs  of  nephritis  and 
often  there  is  evidence  of  pneumonia. 

The  positive  diagnosis  of  orchitis  due  to  infected  prostate, 


178     AMERICAN  JOURNAL.  OF  UROLOGY 


whose  characteristics  are  either  an  apparent  mildness  of  the 
symptoms,  the  development  of  a  suppurative  process,  which  is 
always  to  be  feared,  a  sudden  recovery  by  abundant  discharge 
through  the  urethra,  or,  on  the  other  hand,  slowly  by  con- 
tinued evacuation  of  small  quantities,  will  be  easy  to  establish 
if,  at  the  same  time,  the  etiologic  conditions  presented  by  the 
patient,  are  considered. 

The  differential  diagnosis  must  be  made  with  that  of  the 
typical  urethral  orchitis,  which  in  the  first  place,  differs  by  its 
etiology.  It  is  well  known  that  this  form  of  orchitis  is  espe- 
cially met  with  in  young  subjects,  usually  following  gonorrhea 
at  the  time  of  its  decline.  It  is  also  essentially  different  in  its 
symptomatology;  in  an  orchitis  from  an  infected  prostate,  the 
pain  is  slight,  while  in  the  gonorrheal  type,  it  is  usually  very 
severe,  extending  to  the  lumbar  region  and  down  the  thigh 
and  is  greatly  aggravated  by  movement,  etc.  Besides,  in  ure- 
thral orchitis,  the  epdidymis  and  occasionally  the  vaginalis, 
are  alone  attacked,  while,  in  the  orchitis  of  infected  prostates, 
the  epididymis,  testicle  and  surrounding  tissues  are  involved 
in  the  infectious  process.  In  urethral  orchitis  the  general  phe- 
nomena, such  as  fever,  etc.,  are  very  marked,  while  they  are 
usually  mild  in  the  most  common  form  of  orchitis  from  in- 
fected prostate.  Urethral  orchitis  very  frequently  ends  in  a 
slow  resolution,  while  the  orchitis  from  infected  prostate  ter- 
minates in  resolution  or  by  a  suppurative  process  in  the  testicle, 
or  suddenly  by  an  abundant  urethral  evacuation  of  the  pus,  or 
slowly  by  repeated  evacuations. 

The  orchitis  from  infected  prostate  must  also  be  differen- 
tiated from  an  orchitis  arising  from  some  general  cause,  such 
as  that  occurring  in  mumps,  typhoid  fever,  or  small-pox.  In 
these  cases  the  history  of  the  case,  besides  the  symptoms  special 
to  each  of  these  varieties  of  orchitis,  will  be  sufficient  to  make 
the  diagnosis.  The  orchitis  of  mumps  usually  develops  be- 
tween the  third  and  seventh  day  of  the  disease,  either  insidi- 
ously, or  after  a  rather  sharp  rise  in  temperature.  It  fre- 
quently ends  with  atrophy  of  the  organ.  The  orchitis  of  small- 
pox is  usually  bi-lateral  and  may  be  either  an  epididymitis,  a 


ORCHITIS  FROM  INFECTION  OF  PROSTATE  179 


vaginalitis,  or  a  parenchymatous  orchitis.  The  orchitis  of 
typhoid  fever  arises  during  the  decline  of  the  disease,  or  dur- 
ing the  convalescence.  It  generally  ends  in  resolution,  occa- 
sionally by  suppuration  or  atrophy.  And  lastly,  one  must  dif- 
ferentiate an  orchitis  due  to  tuberculosis  or  to  neoplasm  of  the 
prostate.  These  orchitides,  however,  present  symptoms  which 
are  too  special  to  allow  of  making  an  erroneous  diagnosis.  It 
is  unnecessary  for  me  to  refer  to  the  differential  diagnosis  with 
traumatic  orchitis,  because  this  form  has  no  relation  to  the  in- 
fectious orchitis  in  general. 

On  account  of  the  varied  progress  of  the  symptoms,  it  will 
be  seen  that  the  prognosis  of  orchitis  from  an  infected  prostate 
varies  considerably  according  to  the  type  with  which  one 
is  dealing.  If  one  is  in  presence  of  a  patient  having  an  or- 
chitis of  the  first  variety  described,  remarkable  by  the  mildness 
of  the  symptoms  and  frequently  subsiding  after  a  few  days  of 
treatment  or  even  spontaneously,  the  prognosis  will  naturally 
be  excellent.  If,  on  the  contrary,  the  orchitis  takes  on  its  most 
customary  type  with  a  greater  intensity  in  the  general  phe- 
nomena and  a  tendency  towards  suppuration,  the  prognosis 
must  be  more  reserved  as  far  as  preserving  the  testicle  is  con- 
cerned. It  is  known  that  if  the  epididymis  and  testicle  sup- 
purate, it  may  happen  that  the  pus,  instead  of  forming  a  dis- 
tinct collection,  becomes  infiltrated  throughout  the  parenchyma 
of  the  organ  and  disorganizes  it,  from  which  arises  the  possi- 
bility of  the  complete  loss  of  the  organ.  It  may  also  happen 
that  the  pus  becomes  partially  absorbed,  leaving  behind  only 
its  solid  constituents,  which  forms  an  indolent,  resisting  focus. 
If,  on  the  other  hand,  the  abscess  is  opened  in  time,  the  con- 
sequences of  the  suppuration  are  very  much  less  to  be  feared 
and,  under  these  circumstances,  a  cure  will  be  more  rapid  than 
in  the  case  of  a  non-suppurating  orchitis.  In  those  cases  where 
the  vaginalis  has  given  rise  to  a  fluid  collection,  it  should  be 
punctured  at  once,  but,  if  this  is  delayed,  so  that  false  mem- 
branes finally  develop  and  line  the  serosa,  a  fistula  will  develop 
in  all  probability  if  puncture  .is  resorted  to  at  this  stage.  And 
lastly,  when  one  is  dealing  with  an  old  prostatic,  thoroughly 
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•  infected,  whose  clinical  picture  is  that  of  the  third  type  which 
I  have  described,  the  prognosis  should  naturally  be  extremely 
reserved  when  one  recalls  the  numerous  cases  of  death  occur- 
ring in  these  cases. 

The  treatment  of  orchitis  from  an  infected  prostate  should 
be  above  all  a  prophylactic  one,  consequently  attention  should 
be  directed  to  the  dilatation  of  the  glandular  cavities  accom- 
panied with  retention  of  the  secretions.  One  should  endeavor 
to  prevent  infection  of  the  prostate,  likewise  the  seminal  vesi- 
cles. In  order  to  fulfill  these  conditions,  the  patient  should 
void  his  urine  regularly,  in  order  to  avoid  any  great  concentra- 
tion and  it  should  be  frequently  examined.  All  conditions  giv- 
ing rise  to  prostatic  congestion,  or  congestion  of  the  neighbor- 
ing organs,  should  be  dealt  with  by  keeping  the  rectum  con- 
stantly emptied  by  means  of  enemeta.  Rest  should  be  given 
to  all  the  muscles  forcing  out  the  prostatic  liquids,  by  means 
of  calmative  rectal  suppositories. 

A  special  diet  should  be  prescribed,  as  it  is  far  from  being 
unimportant  in  these  cases;  all  highly  seasoned  dishes  and 
alcoholic  drinks  should  be  proscribed  in  order  to  avoid  pros- 
tatic congestion.  A  milk  diet  is  advantageous  where  phenom- 
ena of  acute  infection  appear,  milk  having  a  diuretic  action 
and  this  diuresis  will  eliminate  the  uric  acid,  if  it  be  present, 
and  will  likewise  cause  the  expulsion  of  phosphatic  mucous 
masses.  As  soon  as  the  acute  symptoms  have  disappeared,  a 
mixed  diet  may  be  ordered,  including  green  and  non-acid 
vegetables  and  white  meat,  while  milk  should  form  the  princi- 
pal drink.  Besides  this,  one  should,  from  time  to  time,  favor 
the  evacuation  of  the  gall  bladder  by  administering  15  grams 
of  sodium  sulphate,  combined  with  from  three  to  four  grams 
of  sodium  bicarbonate. 

A  precaution  that  one  should  always  take  in  all  instances 
.  of  prostatics  presenting  retention  of  the  glandular  secretions 
is  a  careful  asepsis  in  catheterism. 

Let  us  suppose  now  that  an  orchitis  has  developed.  In  the 
first  place,  by  administering  a  purgative  the  progress  of  the 
affection  may  be  aborted,  so  to  speak,  but  this  treatment  is  not 
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to  be  relied  on.  The  curative  treatment  is  as  follows:  In  the 
first  place,  the  patient  should  be  placed  upon  the  prophylactic 
treatment  already  referred  to,  including  the  diet,  while  a  local 
treatment  is  necessary  to  deal  with  the  inflammation  of  the 
epididymis  and  testicle.  This  treatment  includes  those  meas- 
ures resorted  to  in  gonorrheal  orchitis.  The  patient  should 
be  kept  absolutely  quiet  in  bed  with  the  scrotum  raised,  either 
by  means  of  a  T  bandage,  or  gauze  placed  between  the  thighs. 
The  local  application  of  heat  is  also  of  value.  When  using 
compresses  wrung  out  in  hot  water,  the  skin  of  the  scrotum 
should  be  carefully  watched,  because,  on  account  of  its  deli- 
cacy it  becomes  easily  inflamed  and  may  readily  develop 
patches  of  eczema.  It  goes  without  saying  that  the  compresses 
should  be  of  only  medium  size,  so  as  not  to  increase  the  pres- 
sure on  the  already  inflamed  and  painful  scrotum. 

During  the  inflammatory  stage  tepid  baths  are  also  recom- 
mended by  some,  but,  on  account  of  the  patient  being  obliged 
to  walk  to  the  bath-tub,  the  cord  is  pulled  upon  and  this  is  to 
be  avoided.  If  the  vaginalis  should  present  a  collection  of 
fluid,  puncture  should  be  resorted  to  if  the  liquid  is  present  in 
any  amount. 

Suppuration  cannot  always  be  avoided  and,  when  it  occurs, 
the  seat  of  the  purulent  collection  must  be  considered.  The 
abscess  may  be  found  at  some  part  of  the  cord,  or  the  pus 
will  be  found  localized  in  the  testicle  or  epididymis,  while,  oc- 
casionally, it  is  contained  in  the  vaginalis.  An  abscess  situated 
in  the  cord,  which  is  commonly  called  a  peri-orchitis,  should 
be  incised  as  soon  as  fluctuation  is  detected,  and  this  will  pro- 
duce a  cure  in  a  few  days. 

If  the  pus  is  within  the  testicle  or  epididymis,  the  focus 
should  be  carefully  opened,  the  structures  covering  it  being  in- 
cised layer  by  layer  until  the  focus  is  reached,  and  then  the 
latter  should  be  scraped  and  carefully  cleaned.  As  the  tunica 
albuginea  has  been  incised,  the  seminiferous  tubules  will  have 
a  tendency  to  escape  with  the  pus,  and,  in  order  to  prevent  this, 
they  should  be  pushed  back  as  much  as  possible  before  resect- 
ing those  portions  which  project.    By  doing  so  one  will  pre- 
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serve,  if  not  the  totality  of  the  gland,  at  least  a  sufficient 
amount  so  that  its  functions  will  not  be  abolished.  The  opera- 
tion is  completed  by  irrigation  and  antiseptic  dressings. 

In  dealing  with  a  profuse  suppuration  of  the  vaginalis,  a 
condition  of  affairs  not  often  met  with,,  as  the  prognosis  is  not 
as  favorably  concerned,  as  the  preceding  ones,  it  being  gener- 
ally accompanied  by  an  inflammatory  edema  of  the  scrotum, 
high  elevation  of  temperature  and  a  serious  general  condition. 
But,  if  the  vaginalis  is  incised  and  drainage  established,  and 
antiseptic  irrigations  are  given  through  the  drainage  tube  sev- 
eral times  a  day,  the  outcome  may  be  satisfactory. 


Contributed  by  the  Author  to  The  American  Journal  of  Urology. 

CONCLUSIONS  IN  REGARD  TO  URO-URETER  DUE 
TO  NEPHROPTOSIA. 

Byron  Robinson. 

OVER  50  per  cent,  of  uro-ureter  is  due  to  nephroptosia. 
Uro-ureter  from  nephroptosia  embraces  primarly  3 
factors,  viz.,  ureteral  flexion,  ureteral  curvation,  ure- 
teral torsion.  Secondarily,  it  includes  the  abetting  of  uro-ure- 
ter in  nephroptosia  by  anomalous  vasa  renalia.  The  proximal 
ureteral  isthmus  averages  i/ioth  to  i/i2th  of  an  inch  in 
diameter. 

It  requires  but  slight  influence  to  compromise  a  diameter  of 
i/i2th  of  an  inch  in  diameter. 

Nephroptosia  is  the  most  fruitful  cause  of  uro-ureter.  It  of- 
fers numerous  opportunities  for  flexion,  curvation  and  torsion 
of  the  ureter. 

Uro-ureter  from  nephroptosia  may  at  first  be  periodic  or  in" 
termittent  in  character  until  permanently  established  (at  last 
with  residual  urine).  In  uro-ureter  from  nephroptosia  the  pel- 
vis dilates,  altering  the  location  of  the  proximal  ureteral  isth- 
mus in  the  ureteral  pelvis. 

Ureteritis,  especially  of  the  mocosa,  catarrh,  edema  aids  to 
obstruct  the  proximal  ureteral  isthmus  during  ureteral  flexion, 
curvation,  torsion. 
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Uro-ureter  from  nephroptosia  is  practically  unilateral  and 
belongs  to  the  first  half  of  life.  During  some  thousand  per- 
sonal autopsic  inspections  of  the  ureters,  I  have  frequently  ob- 
served extreme  grades  of  nephroptosia  with  extreme  grades  of 
sinuous  ureter  wthout  a  trace  of  uro-ureter. 

Uro-ureter,  due  to  nephroptosia,  is  located  in  the  ureteral 
calyces  and  pelvis — which  becomes  distended. 

Uro-ureter  is  due  to  obstruction  at  the  proximal  ureteral  isth- 
mus, i.  e.,  the  ureteral  neck. 

In  uro-ureter,  due  to  nephroptosia,  the  factors  for  considera- 
tion are  in  regard  to  the  proximal  ureteral  isthmus,  viz: 

1,  flexion,  curvation,  torsion. 

2,  obstruction  of  lumen. 

3,  compression  of  lumen. 

4,  diminution  of  lumen, 
hypertrophy  of  mu- 
cosa 

hypertrophy  ofmus- 

cularis 
hypertrophy  of  peri- 
cellularis. 

6,  renal  dystopia 

7,  valvular  apparatus 

8,  abnormal  insertion  of  ureter 
in  pelvis 

9,  abnormal  renal  vessel. 
10,  contraction    of  periureteral 

tissue 

In  short,  in  uro-ureter  due  to  nephroptosia  the  proximal  ure- 
teral isthmus  becomes  compromised — flexed,  angulated,  curved, 
compressed,  torsioned,  obstructed.  The  obstruction  is  located 
in  the  ureteral  parietes  or  lumen — or  both. 

Uro-ureter  from  nephroptosia  occurs  chiefly  on  the  right  side. 

In  uro-ureter  of  moderate  distension  it  may  be  of  temporary 
duration. 

Uro-ureter  from  nephroptosia  may  be  at  first  periodic,  or 


Proximal  ureteral  isthmus 


5,  ureteritis  < 
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intermittent  gradually,  however,  the  residual  urine  increases 
until  it  is  practically  constant. 

In  uro-ureter  from  nephroptosia  the  distension  of  the  calyces 
and  pelvis  induces  distalward  and  ventralward  nephroptosia 
ultimately  forcing  the  insertion  of  the  ureter  proximalward  in 
the  dorsal  wall  of  the  expanding  pelvis.  In  uro-ureter  the 
kidney  may  rotate  in  its  longitudinal  or  sagital  axes — without 
consequent  secondary  flexion  or  torsion  of  the  ureter.  In 
certain  cases  of  uro-ureter  the  cause  cannot  be  ascertained — 
because  the  obstruction  may  have  been  primary,  or  secondary 
or  disappeared.  Therapy  of  uro-ureter  from  nephroptosia 
belongs  to  the  domain  of:  (i),  mechanical  supports  of  the 
kidney  (abdominal  supporters  or  sutures);  (2),  surgical  to 
remove  the  cause. 


Contributed  by  the  Author  to  The  American  Journal  of  Urology. 

THE  RENAL  COMPLICATIONS  OF  ACUTE  GON- 
ORRHEA 

By  Dr.  Stoyantchoff. 
Velico-Tirnovo,  Bulgaria. 

THE  frequency  of  albuminuria  in  the  acute  stages  of  gon- 
orrhea, and  especially  upon  the  appearance  of  compli- 
cations which  may  arise  during  the  course  of  this  affec- 
tion, is  quite  worthy  of  attention.  As  far  as  my  knowledge 
goes,  there  are  three  statistics  published  which  mention  the  fre- 
quency of  this  complication  in  gonorrhea,  namely  one  by  Bal- 
zer,  published  in  1892,  another  by  Geraud  in  1892,  and  the 
third  by  Goldberg.    These  I  shall  refer  to  in  detail. 

Balzer  and  Souplet,  in  their  writings  on  the  renal  compli- 
cations of  acute  gonorrhea,  published  in  1892,  say,  in  speak- 
ing of  the  frequency  of  albuminuria :  "  The  total  number  of 
patients  who  have  been  under  treatment  in  our  service  for 
gonorrhea  is  424.  After  the  most  careful  examination,  we  have 
only  been  able  to  find  4  cases  of  albuminuria  out  of  this  total, 
which  were  in  such  close  relationship  with  the  hematuria  due 
to  the  cystitis,  that  it  appears  to  us  almost  impossible  to  say 
what  exact  value  the  albuminuria  might  have  in  these  par- 
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ticular  instances.  This  statement  having  been  made,  the  num- 
ber of  cases  in  which  albuminuria  was  found  is  99.  This  total 
does  not  consider  the  intensity,  the  duration,  nor  the  co-exist- 
ence of  other  complications,  such  as  cystitis.  However,  these 
complications  are  usually  of  only  slight  importance;  and  still 
more  they  are  not  frequent  and  it  is  not  without  some  sur- 
prise that,  in  spite  of  questions  directed  to  this  special  point, 
we  have  only  found  in  16  cases  the  coexistence  of  cystitis  with 
distinctly  defined  symptoms. 

"  Of  the  99  instances  of  albuminuria,  if  one  takes  into  con- 
sideration the  occurrence  of  orchitis  with  the  gonorrhea,  they 
may  be  divided  as  follows:  Simple  gonorrhea,  26;  gonorrhea 
with  orchitis,  73.  This  general  total,  including  the  16  cases 
of  cystitis,  gives:  Gonorrhea  with  orchitis,  62;  simple  gonor- 
rhea, 21  ;  gonorrhea  with  orchitis  and  cystitis,  11  ;  simple  gon- 
orrhea and  cystitis,  5.  It  should  be  noted  that,  if  the  number 
of  cases  of  albuminuria  complicating  simple  gonorrhea  is  rela- 
tively low,  one  should  take  into  consideration  that  this  latter 
class  of  cases  is  much  less  frequently  encountered  in  the  hos- 
pital wards.  It  should  be  added  that  these  patients  had  been 
ill  for  a  short  time  only,  that  they  were  young  and  that,  other 
than  former  gonorrheas,  they  had  not,  excepting  in  one  or 
two  cases,  any  urinary  antecedents  due  to  stricture  which  might 
have  indicated  some  surgical  interference  before  they  had  come 
under  our  observation." 

The  proportion  of  cases  of  albuminuria  during  gonorrhea 
in  patients  in  the  hospital  was  consequently  twenty-three  per 
cent.,  but,  if  we  deduct  those  patients  who  were  simultaneously 
affected  with  an  intense  secondary  syphilis,  and  especially,  if 
we  leave  aside  those  numerous  cases  where  the  albuminuria 
did  not  manifest  itself  by  any  appreciable  symptom  and  did 
not  last  more  than  four  days,  it  will  be  found  that  45  cases 
must  still  be  subtracted  from  the  total.  These  45  cases,  which 
include  7  instances  of  cystitis,  are  of  little  value,  They  may  be 
divided  in  the  two  following  tables: 


x    Considering  exclusive  the  orchitis. 

Gonorrhea  with  orchitis  

Simple  gonorrhea   


14 
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2    Considering  the  cystitis. 

Gonorrhea  with  orchitis  ..t  26 

Simple  gonorrhea   12 

Gonorrhea  with  orchitis  and  cystitis    5 

Simple  gonorrhea  with  cystitis   2 


The  total  of  the  remaining  eases  is  54,  and  it  is  this  last 
group  from  which  we  will  take  the  facts  of  which  we  shall 
speak  further  on. 

As  in  the  group  of  cases  of  slight  intensity,  it  may  be  sub- 
divided as  follows: 


1  Considering  the  orchitis  exclusively. 

Gonorrhea  with  orchitis   42 

Simple  gonorrhea   12 

2  Considering  the  cystitis. 

Gonorrhea  with  orchitis   36 

Simple  gonorrhea    9 

Gonorrhea  with  orchitis  and  cystitis    6 

Simple  gonorrhea  with  cystitis    3 


//  is  this  last  total  of  54.  cases  which  makes  I2c/c,  the  esti- 
mate that  Balzer  and  Souplet  make  of  cases  of  albuminuria 
accom partying  gonorrhea. 

Examination  of  the  urine  was  conducted  by  the  ordinary 
procedure :  the  urine  was  filtered  and  treated  by  acetic  acid, 
then  each  time  and  separately  with  nitric  acid  and  heat;  if 
there  was  the  slightest  doubt  another  examination  was  made 
with  the  urine  obtained  from  a  second  micturition.  If  the  al- 
buminuria was  slight,  the  urine  was  examined  every  day. 
Also,  in  order  to  avoid  any  doubt  on  the  subject,  the  numerous 
cases  in  which  albumin  was  only  noted  in  traces  were  not 
taken  into  consideration.  It  is  easy,  by  filtering  the  urine,  to 
avoid  the  cause  of  error  resulting  from  the  presence  of  pus. 
However,  according  to  Balzer,  this  cause  of  error  has  been 
greatly  exaggerated,  because,  after  having  made  a  consid- 
erable number  of  examinations  of  purulent  urine,  he  believes 
at  the  present  time  that  it  has  not  the  importance  which  has 
been  attributed  to  it.  Very  frequently  he  noted  in  subjects 
afflicted  with  cystitis,  that  the  urine  containing  a  purulent 
deposit  did  not  give  the  reaction  of  albumin;  and,  on  the 
other  hand,  in  subjects  having  both  cystitis  and  albuminuria, 
he  found  that  the  purulent  deposit  persisted  in  a  large  amount 
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when  the  albuminuria  was  no  longer  noted  in  the  filtered  urine; 
the  quantity  of  albumin  exuded  from  the  surface  of  the  sup- 
purating mocosa  is  insignificant,  so  that  when  the  reagent 
makes  it  distinctly  evident  in  the  urine,  it  comes  from  the 
kidney. 

And  lastly,  each  time  that  the  patient  had  ingested  bal- 
samis,  the  urine  was  treated  with  absolute  alcohol,  ammonia 
or  ether  in  order  to  dissolve  the  balsamic  precipitates.  Balzer 
and  Souplet  sum  up  as  follows:  "albuminuria  is  frequent.  Al- 
though the  cases  of  gonorrhea  that  we  have  had  under  ob- 
servation in  the  hospital  are,  perhaps,  somewhat  more  serious 
than  in  private  practice,  this  frequency  is  greater  than  we  have 
previously  stated  and  more  and  more  justifies  what  we  have 
advanced  as  to  the  necessity  of  making  an  examination  of  the 
urine  several  times  during  the  course  of  a  gonorrhea."  In 
1893,  out  °f  a  total  °f  777  cases  of  gonorrhea,  Balzer  found 
131  cases  presenting  albuminuria. 

Dr.  Geraud,  in  his  work  on  albuminuria  in  venereal  diseases, 
gives  a  total  of  108  patients  with  gonorrhea  whose  complica- 
tion with  albuminuria  is  as  follows: 

Acute  gonorrhea   65 

Simple  orchitis  following  acute  gonorrhea  18 

Bilateral  orchitis  following  acute  gonorrhea  13 

Chronic  gonorrhea   12 

Out  of  the  65  cases,  2  were  complicated  with  albuminuria. 
Out  of  the  18  cases,  1  was  complicated  with  albuminuria. 
Out  of  the  13  cases,  9  were  complicated  with  albuminuria. 
Out  of  the  12  cases,  4  were  complicated  with  albuminuria. 

The  statistics  differ  little  from  that  given  by  Balzer,  but  it  is 
easy  to  recognize  the  frequency  of  albuminuria,  especially  in 
cases  complicated  with  orchitis. 

Goldberg,  of  Cologne,  found  out  of  70  cases  of  gonorrhea, 
1 1  cases  of  true  renal  albuminuria;  of  these  70  cases  there  were 
50  acute  gonorrheas,  with  5,  perhaps  7  cases  of  albuminuria. 
Goldberg  believes  that  the  frequency  of  albuminuria  during 
acute  gonorrhea  is  12%,  a  similar  conclusion  to  those  given  by 
the  above  mentioned  writers. 

My  22  cases  of  gonorrhea  complicated  with  albuminuria, 
may  be  divided  as  follows: 
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Gonorrhea  with  orchitis   

Simple  gonorrhea   

Gonorrhea  with  orchitis  and  cystitis  .  .  . 
Gonorrhea  with  cystitis,  without  orchitis 


3  cases. 

4  cases. 
4  cases. 

n  cases. 


Let  us  now  examine  the  circumstances  in  which  the  renal 
complication  occurs  in  acute  gonorrhea  and  endeavor  to  select 
those  factors  which  may  be  justly  considered  as  having  had  a 
causative  relationship.  One  circumstance  is  most  striking, 
namely,  that  in  all  my  cases  the  patients  were  males.  This 
fact,  which  might  appear  surprising  at  first  glance,  considering 
the  identical  arrangement  of  the  urinary  tract  in  both  sexes, 
nevertheless  coincides  with  what  we  know  of  gonorrhea  in  the 
female.  Experience  shows,  in  fact,  that  the  female  is  far  less 
subject  to  renal  complications  of  acute  gonorrhea  than  is  the 
male.  In  my  22  cases  of  patients  presenting  albuminuria  dur- 
ing gonorrhea,  we  find  7  cases  of  orchitis,  a  number  relatively 
small  in  comparison  with  that  found  in  the  statistics  of  Balzer 
and  Souplet  and  Geraud;  nevertheless  it  will  be  perceived  that 
orchitis  here  played  a  very  distinct  part.  Then,  again,  of  these 
same  cases,  we  find  1 1  instances  of  cystitis,  a  percentage  very 
much  greater  when  compared  with  those  given  by  the  above 
mentioned  writers.  Nevertheless,  it  is  only  right  to  point  out 
that,  among  these  1 1  cases,  at  least  in  33%  the  cystitis  was  of 
very  slight  intensity.  In  4  cases  the  association  of  cystitis  and 
orchitis  may  be  considered  as  the  predisposing  cause  of  the  al- 
buminuria, although  one  cannot  say  which  of  these  inflamma- 
tory processes  entered  into  the  genesis  of  this  complication. 
And  lastly,  in  4  cases  there  was  neither  cystitis  nor  orchitis. 
According  to  the  above  statistics,  it  would  seem  that  in  simple 
uncomplicated  gonorrhea,  albuminuria  is  much  less  frequent. 

The  pathogenesis  of  albuminuria  during  gonorrhea  has  been 
discussed  by  several  writers.  According  to  Finger,  the  desire 
to  micturate  in  the  case  of  a  cystitis  becomes  complicated  by  a 
spasmodic  occlusion  of  the  urethra  and,  on  account  of  this, 
there  is  a  certain  amount  of  urinary  retention  which  determines 
a  relative  diminution  of  the  secretory  pressure  in  t'^e  kidney, 
and  finally  this  diminution  provokes,  according  to  Rumberg's 
theory,  an  albuminuria.    To  this  Goldberg  objects  that  no 
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symptom  of  severe  and  persistent  congestion  exists,  such,  that 
by  its  action  might  finally  determine  changes  in  the  circulation 
in  the  renal  tissue,  and  even  supposing  that  this  action  might 
exist,  it  nevertheless  is  true  that  the  elevation  of  the  pressure 
exercised,  on  the  urinary  tract  might  only  act  by  producing  a 
venous  stasis,  as  well  as  a  diminution  of  the  arterial  pressure  in 
the  kidney,  so  that  the  urine  would  be  formed  similar  to  that 
observed  in  cardiac  insufficiency.  According  to  his  way  of 
thinking,  the  desire  to  minate  cannot  be  a  cause  of  albuminuria, 
since:  (1)  In  a  series  of  cases  where  a  very  marked  desire  to 
urinate  existed,  so  that  the  patient  urinated  every  ten  or  fif- 
teen minutes,  no  albuminuria  existed,  not  even  pseudo-albumi- 
nuria,  when  the  quantity  of  pus  was  sufficiently  small.  (2) 
If  the  desire  to  urinte  was  the  cause  of  the  albuminuria  of 
albumin,  it  is  essential  that  a  certain  relationship  between  the 
intensity  of  the  desire  and  the  degree  of  elimination  of  the  al- 
bumin, must  exist.  But  this  is  not  the  case.  One  patient  had 
3  per  cent,  albumin  and  urinated  every  hour,  or  every  two 
hours;  the  other  patient  urinated  every  fifteen  minutes  and  only 
had  one-tenth  of  1  per  cent,  of  albumin. 

According  to  Goldberg,  there  are  two  pathogenic  factors: 
( 1 )  In  five-sixth  of  the  cases  of  albuminuria  there  is  hardly 
any  other  explanation  than  that  of  a  metastatic  gonorrheal 
nephritis:  (2)  In  the  remaining  cases  the  albuminuria  should 
be  considered  as  an  ineffection  by  extension,  namely,  a  cysto- 
uretero-pyelonephritis. 

With  Balzer  and  Souplet,  I  shall  admit  two  pathogenic 
causes  of  this  albuminuria,  quite  distinct  from  each  other, 
namely,  (1)  albuminuria  from  an  ascending  local  infection; 
and  (2)  albuminuria  from  general  infection. 

In  the  first  type  the  gonorrhea  invades  the  urinary  tract,  ex- 
tends by  continuity  and  produces  a  uretro-cysto-pyelonephritis. 
The  ureter  is  strained  at  its  entrance  into  the  bladder  on  ac- 
count of  the  retention  of  urine  in  the  latter,  from  which  arises 
too  frequent  and  too  intense  vesical  contractions.  A  dilata- 
tion of  the  ureter  and  stagnation  of  urine  both  occur  and  its 
reflux  into  the  renal  pelvis  is  an  easy  matter.    In  11  of  my 
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cases  the  ascending  process  was  very  evident  and  it  was  from  a 
gonorrheal  cystitis  that  the  ureter  and  kidneys  became  involved. 
Unfortunately,  bacteriological  examinations  are  wanting  and 
other  than  the  single  autopsy  reported  by  Bockhart,  in  which 
gonococci  were  found  in  the  kidneys,  it  is  extremely  difficult  to 
ascertain  if  one  was  dealing  with  a  specific  gonococcic  infection 
or  if  there  was  a  secondary  infection. 

Albarran,  Halle  and  Clado  have  demonstrated  the  patho- 
genic agents  of  the  urinary  tract  in  cases  of  stricture  and  cal- 
culus. These  are  pyogenic  bacteria,  while  other  pathogenic 
bacteria  may  be  associated,  such  as  the  streptococcus,  staphy- 
lococcus, etc.  But  in  the  case  of  gonorrhea,  the  bacteriological 
studies  are  less  advanced  and  it  is  as  yet  unknown  how  much 
should  be  attributed  to  the  gonococcus  itself,  and  how  much  to 
the  bacteria  of  secondary  infection. 

In  the  second  type  of  cases,  one  is  no  longer  dealing  with  an 
infection  having  its  starting  point  in  the  bladder,  but,  on  the 
contrary,  the  kidney  becomes  involved  by  the  intermediary  of 
the  circulation,  so  that  the  pathogenisis  is  of  quite  another  na- 
ture. Balzer  and  Souplet  say:  "A  general  infection  has  for 
starting  point  the  regions  invaded  by  the  gonorrheal  process, 
viz.,  the  urethra,  the  epididymis  and  the  tunica  vaginalis. 
These  represent  large  inflamed  surfaces,  which  may  be  the 
starting  point  of  a  general  infection,  with,  later  on,  a  renal 
localization,  and  the  frequency  and  importance  of  albuminuria 
during  the  progress  of  an  orchitis  justifies  this  belief."  In 
three  of  my  cases  it  was  noted  that  the  starting  point  of  the  al- 
buminuria was  an  orchitis.  It  was  in  orchitis  that  the  most 
marked  case  of  albuminuria  was  seen,  either  during  the  first  at- 
tack or  during  a  recurrence.  Balzer's  statistics  and  those  of 
Geraud,  show  this  extreme  frequency.  Consequently,  it  may  be 
assumed  that  there  exists  a  relationship  between  the  orchitis  and 
the  albuminuria. 

However,  in  some  cases,  as  was  noted  in  three  of  mine,  there 
was  neither  orchitis  nor  cystitis,  still  the  patients  presented  all 
the  symptoms  of  an  acute  nephritis,  and  here  again  a  general 
infection  had  the  urethra  as  a  starting  point,  which  was  the 
region  invaded  by  the  gonorrheal  process  in  the  first  place. 
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In  a  large  number  of  patients  the  renal  manifestations  have 
a  mixed  pathogenesis,  and  are  due  as  well  to  an  ascending  ex- 
tension as  to  a  change  in  the  kidneys  from  a  general  gonorrheal 
infection.  In  4  of  my  cases  it  was  noted  that  the  albuminuria 
could  be  attributed  to  both  of  these  causes. 

In  one  case  recorded  by  Luxcey,  the  general  symptoms,  such 
as  rheumatism  and  albuminuria,  were  considered  as  quite  inde- 
pendent, set  up  in  a  rheumatic  subject  by  the  development  of 
the  gonorrhea;  the  various  articular  and  visceral  complications, 
which  arise  during  the  gonorrhea,  depending  upon  the  special 
type  of  rheumatism  which  it  provokes;  and,  according  to  Lux- 
cey, the  albuminuria  is  rather  of  a  rheumatic  nature  than  gon- 
orrheal. At  the  present  time  the  relationship  existing  between 
gonorrhea  and  its  late  complications  appears  to  be  closer,  and 
in  my  opinion,  the  gonorrheal  infection  dominates  everything. 

The  balsams  have  been  accused  of  provoking  nephritis,  and 
it  is  known  that  turpentine,  santal  oil  and  copaiba  may  give 
rise  to  albuminuria  (Wagner,  Reinhard,  Todd,  Gaucher). 
Nevertheless,  an  albuminuria  directly  resulting  from  the  inges- 
tion of  balsams  is  rare.  In  one  case  reported  by  Arnozan,  the 
hypothesis  of  a  nephritis  due  to  balsams  is  discussed  and  re- 
jected for  the  reasons  which  he  gives;  while  in  another  case 
of  albuminuria  having  a  gonorrheal  origin,  Rendu  believes  that 
the  renal  process  was  not  influenced  by  the  ingestion  of  balsams, 
but  was  in  reality  due  to  an  ascending  gonococcic  infection. 

The  majority  of  cases  which  come  to  the  Ricord  Hospital 
underwent  no  internal  treatment  and,  in  several  of  them,  al- 
bumin was  found  in  the  urine.  And  still  more,  every  time 
that  only  a  trace  of  albumin  was  found  the  patients  continued 
to  take  balsams,  and,  in  spite  of  this,  albumin  disappeared 
quite  rapidly.  The  appearance  even  of  an  erythema  due  to 
copaiba  did  not  prevent  the  disappearance  of  the  albumin. 
Consequently,  I  believe  that  the  noxious  effects  of  the  balsams 
have  been  considerably  exaggerated. 

In  gonorrhea,  says  Berlioz,  "the  urine  contains  gonococci, 
but  very  exceptionally  this  disease  is  accompanied  by  a  neph- 
ritis, due  to  this  organism."  As  yet  the  pathogenic  agent  of  the 
renal  changes  is  not  exactly  known;  perhaps  it  is  the  colon 
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bacillus,  but  this  is  not  certain.  Balzer  says:  "The  gonococ- 
cus  may  secrete  toxins,  which,  taken  up  in  the  general  circula- 
tion are  eliminated  by  the  kidney  and  thus  produce  a  change  of 
the  renal  epithelium."  And  lastly,  in  ending  this  study  of  the 
pathogenesis,  I  would  like  to  quote  the  conclusions  of  Souplet: 
"  All  the  complications  attributed  to  gonorrhea  are  not  due  to 
the  gonococcus;  it  is  very  probable  that  these  complications  are 
often  due  to  bacteria  which  accompany  the  process.  But,  on 
the  other  hand,  it  has  not  been  demonstrated  that  all  the  com- 
plications observed  during  the  progress  of  a  gonorrhea  are,  of 
necessity,  paragonorrheal ;  neither  has  it  been  demonstrated 
that  the  complications  of  gonorrhea  cannot  be  due,  in  a  large 
measure,  to  a  general  infection." 

In  taking  up  the  clinical  study  I  shall  follow  the  two  patho- 
genic modes  of  renal  infection  in  gonorrhea,  and  I  will  first  con- 
sider ascending  nephritis. 

It  is  during  the  progress  of  a  painful  cystitis,  accompanied 
with  vesical  tenesmus  and  a  more  or  less  pronounced  retention 
of  urine,  that  this  type  of  nephritis  commences.  In  my  cases 
of  nephritis,  following  cystitis,  it  was  noted  that  the  commence- 
ment was  not  always  the  same.  ( i )  Sometimes,  as  was  noted 
in  three  cases,  the  process  commenced  suddenly  with  renal 
pain  and  chills,  with  a  rise  in  temperature  reaching  390  to 
400  C. ;  then  repeated  vomiting  occurred;  the  patient  was  rest- 
less with  insomnia,  marked  sweating,  and  presented  all  symp- 
toms indicating  the  sudden  invasion  of  the  organism  by  an  in- 
fection. This  sudden  development  of  ascending  nephritis  has 
been  described  by  Vidal  de  Cassis,  Rosenstein,  Murchison  and 
Balzer.  (2)  Usually,  however,  as  is  the  case  in  the  remainder 
of  my  observations  of  ascending  nephritis,  the  commencement 
was  insidious  and  the  infection  commenced  symptomatically 
by  slight,  almost  insignificant,  chills.  The  spontaneous  pain 
in  the  renal  region  was  present  either  on  the  one  side,  or  on 
both,  and,  in  one  case,  was  completely  wanting,  to  such  an  ex- 
tent that  it  had  to  be  searched  for.  The  patient  complained  of 
slight  pain  upon  pressure  when  the  abdominal  region  or  the 
costo-iliac  space  was  palpated.  In  certain  subjects  it  was  pos- 
sible to  make  out  a  renal  tumefaction,  but  this  symptom  is  in- 
consistent.   According  to  Haller,  one  may  occasionally  per- 
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ceive  a  distention  of  the  ureter  corresponding  to  the  tender  kid- 
ney, by  abdominal  or  rectal  examination. 

The  symptoms  of  gastric  disturbance,  to  which  Balzer  has 
drawn  attention,  are  very  frequent.  The  tongue  is  coated 
white,  appetite  is  practically  nil,  there  is  more  or  less  abundant 
vomiting,  and  diarrhea,  so  that,  as  Tuffier  has  said,  the  diges- 
tive tract  often  indicates  the  condition  of  the  kidneys  very  pre- 
cisely. Along  with  this,  the  general  condition  is  poor,  the  pa- 
tient feels  weak  and  complains  of  headache.  Such  is  the  symp- 
tomatic ensemble  presented  by  these  patients. 

The  quanity  of  urine  excreted  is  diminished  during  the  acute 
stage  of  the  pyelonephritis,  but  this  decrease  is  only  tempo- 
rary, and  ordinarly,  polyuria  exists.  The  patient  generally 
voids  from  1500  to  2000  cc.  of  urine  daily;  but  if  he  is  placed 
on  a  milk  diet  or  if  he  takes  diuretic  drinks,  one  can  only  with 
difficulty  estimate  the  value  of  the  polyuria. 

I  shall  say  nothing  as  to  the  method  of  examining  the  urine, 
nor  the  precautions  to  be  taken  in  order  to  avoid  any  possible 
error,  as  this  has  already  been  alluded  to  in  the  beginning  of 
this  paper.  I  shall  here  study  the  albuminuria  and  the  urinary 
deposit,  and  to  do  this  I  shall  base  my  remarks  especially  on  five 
of  my  cases,  which,  in  this  respect,  have  detailed  records. 
The  quantity  of  albumin  per  litre  was  estimated  after  filtration 
of  the  urine,  and  the  examination  was  made  of  each  of  the  two 
portions  separately;  the  number  of  pus  cells  and  blood  cor- 
puscles was  measured  by  the  cubic  millimetre,  while  the  exami- 
nation of  the  urinary  deposits  was  directed  towards  the  presence 
of  renal  casts  and  bacteria. 

The  albumin  was  found  in  a  much  greater  quantity  in  some 
cases  than  one  would  be  led  to  suppose,  judging  from  the  puru- 
lent deposit  in  the  unfiltrated  urine.  On  the  other  hand,  in 
some  cases,  there  was  a  very  large  deposit,  while  very  little  al- 
bumin, or  even  none  at  all,  could  be  detected. 

By  repose  the  urine  becomes  separated  into  two  layers,  the 
lower  consists  of  a  distinctly  purulent  deposit,  the  upper,  less 
purulent,  is  formed  by  a  cloudy  fluid,  which,  according  to 
Guyon,  represents  what  he  terms  a  "renal  urine." 

What  is  characteristic  of  this  renal  manifestation  of  gonor- 
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rhea  is  lyuria,  as  has  been  well  shown  by  Balzer,  but,  it  is  in- 
termittent. On  one  day  the  urine  will  be  found  clear  and  on 
the  next,  or  several  days  later,  a  purulent  discharge  occurs. 

In  the  pus  bacteria  of  various  kinds  are  found.  In  the  first 
place,  there  are  the  gonococci  coming  from  the  urethra  and 
bladder,  but  the  colon  bacillus  and  the  streptococcus  appear  to 
be  the  pathogenic  bacteria  of  this  infection.  According  to  Al- 
barran,  in  25  cases  the  bacterium  coil  was  found  in  16,  in  only 
2  cases  was  the  streptococcus  present,  while  in  7  others  a  mixed 
infection  existed,  the  colon  bacillus  being  associated  with  the 
streptococcus  and  various  other  bacilli. 

The  urinary  deposit  is  made  up  of  leucocytes  and  sometimes 
blood  cells  are  present.  True  hematuria  is  infrequent;  usually 
one  finds  blood  intimately  mixed  with  the  urine.  Beside  the 
blood  corpuscles,  there  are  round  or  polygonal  cells,  coming 
from  the  renal  pelvis.  Leucocytes  may  be  found,  but 
their  presence  is  not  constant,  while  their  characteristic 
shape  is  not  of  sufficient  diagnostic  value  (Balzer).  On  the 
contrary,  the  presence  of  hyalin,  epithelial  and  granulo-fatty 
casts  have  very  much  greater  diagnostic  value,  and  it  was  on  ac- 
count of  their  presence  in  one  case  that  Letulle  was  able  to 
prove  the  existence  of  a  parenchymatous  nephritis. 

Considering  now  the  nephritides  from  general  infection,  it 
may  be  said  that  in  these  cases,  the  albuminuria  arises  in  sub- 
jects who,  perhaps,  had  never  had  symptoms  of  cystitis;  con- 
sequently, one  cannot  invoke  here  cases  an  ascending  infection 
to  account  for  the  renal  process.  Ths  form  of  infection  is  en- 
countered in  simple  gonorrhea,  as  well  as  in  those  cases  compli- 
cated with  orchitis,  rheumatism  and  so  forth. 

In  my  cases  of  nephritis  from  general  infection  it  was  noted 
that  the  renal  process  presented  several  degrees.  Sometimes, 
as  was  found  in  two  cases,  it  was  of  a  mild  type,  ordinarily 
quite  latent,  and  which  would  have  passed  by  quite  unnoticed 
if  the  examination  of  the  urine  had  not  been  made.  Such  cases 
are  met  with  quite  frequently,  especially  during  the  progress  of 
an  orchitis,  less  frequently  in  uncomplicated  gonorrhea.  In  all 
cases,  a  more  or  less  marked  albuminuria  is  noted,  and  it  may 
last  for  a  few  days,  or  perhaps  only  for  a  few  hours.    In  the 
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very  mild  cases  rest  in  bed  is  quite  sufficient  to  cause  it  to  dis- 
appear, while,  in  more  serious  cases,  it  may  persist  for  eight  or 
ten  days,  or  even  more. 

There  is  hardly  any  other  symptom  which  will  put  one  in  the 
way  of  making  a  diagnosis,  and  the  renal  lesion  may  remain 
absolutely  unsuspected,  if  an  examination  of  the  urine  is  not  re- 
sorted to. 

In  more  serious  cases  the  symptoms  are  more  marked;  one  of 
the  most  frequently  encountered,  and  which  has  been  often 
pointed  out  by  Balzer,  is  more  or  less  intense  gastric  disturb- 
ance with  a  white  and  thickly  coated  tongue.  Balzer  believes 
that  these  symptoms  are  of  great  diagnostic  value  and  are  often 
sufficient  to  draw  the  physician's  attention  to  the  urine.  Head- 
ache is  common  and  accompanied  by  an  elevation  of  the  tem- 
perature reaching  38°  to  39 0  C. ;  at  the  same  time  there  is  con- 
siderable prostration  and,  in  one  case,  an  almost  typhoid  state 
was  observed.  These  patients  are  often  pale  and  anemic,  com- 
plaining frequently  of  renal,  or  rather  lumbar  pain.  The  al- 
bumin is  found  in  large  amounts,  but  often  irregular  in  quantity, 
during  the  progress  of  the  affection;  it  may  reach  from  two  to 
three  grams  per  litre.  Ordinarily,  there  is  no  edema.  As 
long  as  this  condition  of  affairs  lasts,  the  urine  remains  clear 
and  no  symptom  of  cystitis  is  present.  This  type  of  the  affec- 
tion lasts  from  two  to  four  weeks  and  then  all  symptoms  dis- 
appear. 

In  the  third  type,  the  nephritis  by  its  symptomatology  re- 
calls that  of  Bright's  disease.  I  am  unaware  of  any  case  more 
typical  of  acute  gonorrheal  nephritis  from  general  infection 
than  the  first  one  in  my  notes.  It  was  noted  that  patients  pre- 
senting this  form  of  nephritis  have  multiple  foci  of  edema, 
or  there  even  may  be  a  generalized  anasarca.  The  symp- 
tomatic picture  in  the  commencement  of  the  process  is  that  of 
an  acute  parenchymatous  nephritis  with  a  diminution  in  the 
quantity  of  urine,  which  my  reach  as  low  as  500  cc.  daily,  as 
happened  in  one  of  my  cases,  while  the  quantity  of  albumin 
may  reach  from  7  to  10  grams  per  litre.  In  one  case  I  found 
a  cardiac  bruit  dc  galop.  The  duration  of  the  process  is  un- 
determined. 
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It  is  impossible,  given  the  present  state  of  our  bacteriological 
knowledge,  to  know  in  this  particular  case  what  part  was 
played  by  the  gonococcus  and  that  by  the  bacteria  associated 
with  it.  However,  one  may  conclude  from  a  study  of  these 
cases  that  they  establish  in  an  undoubted  manner  the  possibil- 
ity of  a  renal  infection  from  a  general  infection  without  ascend- 
ing extension. 

It  may  be  questioned  whether  or  not,  in  these  patients  with 
gonorrhea,  the  Bright's  disease  has  occurred  as  an  intercurrent 
or  independent  disease,  and,  in  reply  to  this,  I  would  answer 
that  such  a  condition  of  affairs  is  possible;  however,  I  would  say 
with  Balzer,  that  as  Bright's  disease  is  itself  the  result  of  an 
infection,  why  cannot  this  infection  be  produced  by  gonorrhea? 
Why  should  not  this  infection  arise  from  a  gonorrhea  just  as  it 
may  from  a  colon  bacillus  infection  or  other  pathogenic  bac- 
teria? Gonorrhea  creates  a  wide  open  door  to  infection  of  the 
urinary  tract;  it  is  rational  to  attribute  to  it  quite  as  important 
a  part  as  that  given  to  cold  or  other  causes,  whose  action  is  fre- 
quently invoked,  but  rarely  demonstrated,  in  the  etiology  of 
Bright's  disease.  And  in  point  of  fact,  everything  tends  to 
demonstrate  that  the  gonococcus  favors  mixed  infections. 

In  the  first  place  the  urine  should  be  examined  at  the  com- 
mencement of  every  case  of  gonorrhea;  in  case  of  albuminuria, 
this  examination  will  allow  one  to  estimate  the  extent  of  the  in- 
fection and  will  be  the  source  of  valuable  indications  in  the 
diagnosis  and  treatment.  The  urine  should  be  examined  on 
the  occasion  of  a  local  complication  of  gonorrhea,  such  as  cys- 
titis, prostatitis  and  orchitis.  In  the  case  of  nephritis  it  will  be 
found  that  the  patients  complain  of  more  or  less  severe  renal 
pain,  there  will  be  polyuria  and  pyuria,  and  by  examining  the 
filtered  urine  one  will  find  albumin  in  various  amounts.  It  is 
quite  exceptional  to  find  a  tumefaction  of  the  kidney. 

The  diagnosis  of  nephritis  from  general  infection  without 
pyelitis  is  entirely  founded  upon  the  examination  of  the  urine. 
When  the  urine  in  a  case  of  gonorrhea  is  clear  one  is  not  al- 
ways led  to  examine  it,  but  nevertheless,  certain  symptoms 
should  cause  this  to  be  done,  and  these  are,  in  the  mild  cases, 
changes  in  the  general  health,  especially  gastric  disturbances, 


RENAL  COMPLICATIONS  OF 


GONORRHEA 


197 


etc.,  while,  in  the  more  serious  cases,  there  will  be  edema  or 
anasarca. 

The  prognosis  of  the  albuminuria  is  generally  favorable; 
very  frequently  it  lasts  only  several  days  and  disappears  by  rest 
in  bed  without  leaving  any  trace  behind. 

The  prognosis  is  more  serious  in  cases  of  cysto-pyelonephri- 
tis.  A  certain  improvement  may  be  obtained  by  treatment,  but 
a  second  gonorrheal  infection  is  followed  by  a  relapse  of  the 
renal  process  and,  in  certain  cases,  from  the  very  commence- 
ment it  takes  on  a  chronic  form  with  lumbar  pain,  digestive 
disturbances,  etc.,  with  all  the  consequences  of  a  chronic  nephri- 
tis. In  albuminuria  from  general  infection,  the  prognosis  is 
good  and  under  proper  treatments  the  process  disappears  within 
a  few  days.  If  there  is  edema  or  anasarca,  the  prognosis  is 
more  serious.  In  these  cases  the  albuminuria  may  cease  under 
treatment  quite  rapidly,  but  recurrence  is  not  infrequent. 

Lastly,  when  the  patient  has  had  gonorrhea  and  presents  a 
renal  affection,  it  is  quite  logical  to  ask  whether  or  not  this 
gonorrhea  has  not  something  to  do  with  his  renal  affection,  and 
consequently,  a  careful  examination  of  the  urine  should  be 
made,  particular  attention  being  given  to  the  search  for  shreds 
and  so  forth. 

As  to  the  treatment  of  gonorrheal  nephritis,  I  have  little  to 
say,  as  it  is  practically  that  of  any  case  of  acute  nephritis.  The 
principle  of  the  treatment  is  based  on  milk  diet,  absolute  in 
severe  cases,  mitigated  in  the  milder  forms.  One  may  add 
diuretic  and  alkaline  drinks  and,  when  pain  is  present  in  the 
renal  region,  revulsives  arjujndicated.  As  a  urinary  antiseptic 
given  internally,  salol,  at  the  dose  of  2  grams  daily,  is  indi- 
cated. Hygenic  care  is  of  almost  as  great  a  value  as  medical 
prescriptions.  The  patient  should  be  put  to  bed  and  avoid 
chilling  of  the  body,  fatigue  or  any  excess.  In  the  case  of  cysto- 
pyelonephritis  one  should  treat  both  the  gonorrhea  and  the  cys- 
titis according  to  the  indications.  If  the  albuminuria  is  moder- 
ate, opiates  may  be  prescribed  without  fear  of  aggravating 
the  renal  lesion. 

As  conclusions,  I  would  say: 

( 1 )  Acute  gonorrhea  may  attack  the  kidney. 
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(2)  This  complication  develops  according  to  two  distinct 
pathogenic  modes,  namely,  albuminuria  for  ascending  infec- 
tion, and  albuminuria  from  general  infection,  or  metastatic 
nephritis. 

(3)  This  complication  develops  independently  of  the  bal- 
samic treatment  of  gonorrhea. 

(4)  The  prognosis  of  albuminuria  arising  during  gonorrhea 
is  generally  favorable,  frequently  it  only  lasts  a  few  days  and 
disappears  without  leaving  any  trace;  nevertheless,  in  certain 
cases  of  albuminuria  from  ascending  infection,  and  in  albumi- 
nuria from  general  infection  with  edema  and  anasarca,  the 
prognosis  is  much  more  serious.  In  these  cases  the  albuminuria 
is  easily  improved  by  treatment,  but  recurrence  is  not  rare  and 
sometimes  the  affection  may  pass  to  the  chronic  state. 

(5)  The  treatment  of  renal  complications  during  gonorrhea 
is  that  of  acute  nephritis;  in  the  ascending  type,  the  cystitis 
should  be  treated  at  the  same  time.  An  absolute  milk  diet  is 
the  basis  of  the  general  treatment. 


Contributed  by  the  Author  to  The  American  Journal  of  Urology. 

A  SIMPLE  METHOD  OF  ESTIMATING  AMMONIA 
IN  THE  URINE,  SUITABLE  FOR 
CLINICAL  PURPOSES. 

By  G.  C.  Mathison,  M.B.,  B.S.Melb. 

A KNOWLEDGE  of  the  amount  of  ammonia  present  in 
the  urine  has  an  important  practical  value  in  many 
conditions  met  with  in  everyday  practice.  Normally 
about  3  per  cent.,  in  disease  as  much  as  50  per  cent., 
of  the  nitrogen  excreted  in  the  urine  is  in  the  form  of 
ammonia.  In  diseases  associated  with  grave  metabolic 
upset,  particularly  where  gross  changes  take  place  in  the 
functions  of  the  liver,  and  in  severe  toxaemias  such  as  those 
not  infrequently  seen  during  pregnancy,  the  amount  of 
urea  is  usually  greatly  diminished  and  its  place  is  taken  by  am- 
monia and  allied  bodies.  In  the  condition  known  as  acidosis 
the  formation  of  acid  products,  such  as  aceto-acetic  and  beta- 
oxybutyric  acids  in  intermediary  metabolism,  necessitates  the 
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utilization  of  ammonia  to  effect  their  neutralization.  The  am- 
monia salts  formed  are  excreted  in  the  urine,  and  the  quantity 
of  these  present,  especially  in  its  relation  to  the  amount  of 
urea,  gives  an  excellent  and  early  indication  of  the  existence 
and  extent  of  the  metabolic  perversion.  The  estimation  of  the 
organic  acids  excreted  is  a  matter  of  very  great  difficulty;  but 
since  they  are  in  combination  with  ammonia,  the  estimation  of 
this  body  will  afford  information  as  to  the  quantity  of  these 
acids  present.  It  is  thus  obvious  that  a  simple  method  of  esti- 
mating ammonia  is  greatly  to  be  desired.  It  is  only  large 
quantitative  changes  in  the  output  of  ammonia  that  are  clini- 
cally significant;  in  pathological  canditions  the  nitrogen  present 
as  ammonia  frequently  constitutes  25  per  cent.,  while  it  some- 
times reaches  50  per  cent,  of  the  total.  Thus  the  employment 
of  an  elaborate  method  of  estimation  in  an  attempt  to  obtain 
particularly  accurate  results  is  unnecessary. 

The  methods  commonly  employed  are  either  too  inaccurate 
or  too  elaborate  for  clinical  purposes.  The  best  is  probably 
the  method  of  Folin,  which  necessitates  the  employment  of  ap- 
paratus only  found  in  a  well-equipped  laboratory,  and  the  ex- 
penditure of  several  hours  to  perform ;  even  this  method,  how- 
ever carefully  carried  out,  is  not  free  from  sources  of  error. 

Malfatti  has  recently  described  a  method  that  is  admirably 
suited  for  clinical  use,  since  it  is  simple  and  rapid,  requires  no 
special  apparatus,  gives  consistent  results,  and  possesses  a  suf- 
ficient degree  of  accuracy. 

The  method  depends  on  the  reaction  that  takes  place  when 
a  solution  of  an  ammonium  salt  is  treated  with  formaldehyde. 
Combination  occurs  between  formaldehyde  and  ammonia  with 
the  formation  of  urotropin,  as  shown  in  the  equation. 
4NH2C1+6CH20=N4(CH2)6+4HC1+6H40. 

The  acid  previously  combined  with  the  ammonia  is  liberated, 
and  can  be  titrated.  The  procedure  is  conveniently  carried 
out  as  follows : 

Twenty-five  c.cm.  of  urine  are  measured  with  a  pipette  into 
a  conical  flask  of  about  250  c.cm.  capacity,  and  diluted  with 
about  50  c.cm.  of  distilled  water.  Four  drops  of  a  1  per  cent, 
alcoholic  solution  of  phenolphthalein  are  added,  and  decinor- 
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mal  sodium  hydrate  is  run  in  from  a  burette  till  a  definite  pink 
color  that  does  not  disappear  on  shaking  is  attained.  The 
number  of  decinormal  soda  added  gives  the  acidity  of  the 
urine.  About  5  c.  c.  of  commercial  formalin  that  has  been 
neutralized  beforehand  by  adding  an  equal  volume  of  water, 
a  drop  of  phenolphthalein  solution,  and  sufficient  decinormal 
soda  to  produce  a  pink  tinge,  are  now  added  to  the  urine.  The 
pink  color  at  once  disappears,  since  the  acids  previously  com- 
bined with  ammonia  in  the  urine  have  been  liberated. 

More  decinormal  soda  is  added  till  the  pink  color  reappears. 
This  amount  of  NaOH  is  chemically  equivalent  to  the  ammonia 
previously  present  as  ammonium  salts,  now  in  combination  as 
urotropin.  The  amount  of  nitrogen  present  as  ammonia  in 
the  twenty-four  hours'  urine  can  readily  be  calculated,  since  1 
c.c.  of  recinormal  soda  is  equal  to  0.0017  gram  of  NH3 — that 
is,  to  0.0014  gram  of  nitrogen. 

I  have  found  that  the  accuracy  of  this  method  can  be  con- 
siderably increased  by  adding  15  grams  of  powdered  neutral 
potassium  oxalate  to  the  urine  and  shaking  for  two  minutes 
before  titrating;  the  end  point  is  rendered  much  sharper,  partly 
owing  to  the  precipitation  of  calcium,  partly  to  a  diminution  of 
the  influence  of  ammonium  salts,  both  calcium  and  ammonium 
salts  having  a  disturbing  influence  on  the  end  point  of  the  first 
titration. 

In  all  the  urines  examined  the  formaldehyde  method  gave 
higher  results  than  the  Folin  method — usually  about  15  per 
cent,  higher.  This  represents  about  1  per  cent,  of  the  total 
urinary  nitrogen.  What  the  causes  of  this  discrepancy  are 
cannot  be  definitely  stated.  None  of  the  ordinary  urinary  con- 
stituents are  affected,  under  the  condition  of  the  method  as  de- 
scribed above,  in  such  a  way  as  to  exert  any  influence  on  the 
titration.  Uric  acid,  for  example,  though  affected  by  formal- 
dehyde in  the  presence  of  excess  of  alkali,  can  be  added  to  urine 
in  large  quantity  without  altering  the  ammonia  value  given  by 
the  above  method. 
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Pyelitis  in  Pregnancy — Pyelitis  during  pregnancy,  according  to 
Dr.  Yineberg  {Amer.  Journ.  Obstet.,  June,  '08),  is  caused  by  ob- 
struction in  some  part  of  the  genito-urinary  tract  and  subsequent 
infection.  The  former  cause  may  be  due  to  pressure  of  the  pregnant 
uterus  on  the  ureter  or  bladder  and  the  latter  to  the  presence  of 
the  colon  bacillus.  Usually  the  right  kidney  is  affected,  the  disease 
occurring  most  commonly  in  the  latter  half  of  pregnancy.  The 
author's  presentation  of  the  symptomatology  may  be  summarized  as 
follows:  The  onset  is  sometimes  preceded  by  vesical  irritability, 
sometimes  by  a  chill  followed  by  recurring  attacks  of  fever  and 
sepsis.  Pain  may  be  diffused  with  subsequent  localization  over  the 
affected  kidney,  giving  tenderness  upon  deep  pressure.  It  may  also 
be  felt  over  McBurnev's  point.  Thickening  and  tenderness  of  the 
portion  of  the  ureter  over  the  vagina  may  be  present.  Pus  appears 
irr  the  urine  after  a  few  days.  Colon  bacillus  is  usually  found  in 
pure  culture.  After  the  appearance  of  a  large  amount  of  pus  in  the 
urine  most  of  the  symptoms  may  disappear  for  a  time.  At  times 
the  pyelitis  is  due  to  an  ascending  gonococcic  infection.  In  such 
cases  there  devolops  a  sudden  high  fever  with  pain  first  over  one, 
then  over  the  other  kidney.    Bacteriuria  is  present  without  pus. 

Prognosis  is  good,  the  disease  lasting  from  1  to  2  weeks,  or  occa- 
sionally until  pregnancy  is  interrupted  either  artificially  or  naturally. 
It  is  not  safe  to  permit  a  woman  to  become  pregnant  again  after 
having  passed  through  an  attack. 

Treatment  consists  in  rest  in  bed,  ice-bag  over  the  affected  kidney, 
milk  diet,  a  moderate  quantity  of  water,  lying  on  the  opposite  side  to 
that  of  the  affected  kidney,  and  the  administration  of  some  urinary 
antiseptic,  preferably  urotropin.  If  this  treatment  fails  to  give  re- 
leif  or  the  disease  runs  a  very  protracted  course  in  spite  of  the 
treatment,  the  question  of  interrupting  the  pregnancy  or  surgical 
intervention  on  the  affected  kidney  presents  itself.  In  many  cases 
nature  will  decide  the  question  by  bringing  on  a  spontaneous  abor- 
tion. Nephrotomy  has  been  performed  in  some  cases,  with  favorable 
results.  In  others  a  ureteral  catheter  has  been  passed  to  the  affected 
side  so  as  to  give  free  drainage  to  the  pus. 

Treatment  of  Venereal  Ulcers. — Some  remarkable  results  have 
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been  obtained  by  Dr.  Zinsser  (Munch,  medizin.  Wochenschrift,  1908, 
Nr.  18)  with  the  use  of  hot  irrigations  in  the  treatment  of  venereal 
ulcers. 

The  treatment  is  very  simple,  consisting  in  irrigation  three  to  five 
times  daily  with  a  stream  of  potassium  permanganate  solution,  1 :4000, 
as  hot  as  can  be  borne.  There  is  used  at  each  sitting  four  or  five 
liters  (quarts)  run  from  a  height  of  two  to  three  meters  (yards)  in 
a  thin  stream.  All  the  nooks  and  corners  of  the  ulcer  must  be 
thoroughly  cleansed.  The  temperature  of  the  solution  can  range  from 
45°  to  50°  C.  After  irrigation  the  ulcer  is  dried  with  gauze,  sprinkled 
with  iodoform,  and  tamponaded  with  iodoform  gauze  saturated  with 
spirit  of  camphor  and  water  equal  parts.  Over  this  hot  linseed 
poultices  are  placed  and  frequently  renewed.  In  gangrenous  cases 
the  treatment  should  be  repeated  every  two  or  three  hours.  Many 
patients  can  carry  out  the  treatment  themselves  when  shown  how  to 
do  it.  In  twelve  to  twenty-four  hours  the  entire  picture  of  the  disease 
will  be  changed.  The  necrotic  mass  has  separated,  the  bad  odor  has 
disappeared,  the  secretion  is  much  less,  the  temperature  again  normal. 
A  few  days  later  granulations  can  be  seen  at  the  edge  of  the  wound, 
and  epithelialization  has  begun.  (While  this  treatment  may  be  effec- 
tive, we  are  at  an  utter  loss  to  understand  why  it  is  referred  to  as 
"  very  simple."  It  is  certainly  laborious  enough.  And  besides  what 
self  respecting  private  patient  would  permit  the  use  of  iodoform  on 
his  body  ?  There  are  much  simpler  methods  of  treatment  and  j  ust 
as  effective.  Ed.) 

Urinary  Tuberculosis  in  Children — In  an  article  on  the  diag- 
nosis of  urinary  tuberculosis  in  children  (British  Journ.  of  Children's 
Diseases,  Sept.,  '08),  Dr.  C.  A.  Leedham-Green  says  that  instead  of 
being  a  rare  disease  of  unfavorble  prognosis  it  is  quite  common  and 
if  early  recognized,  can  readily  be  cured.  Systematic  examination 
of  the  urine  for  tubercle  bacilli,  and  if  this  is  doubtful,  the  opsonic  index 
and  ocular  and  cutaneous  reactions  should  be  used.  The  only  way  to 
locate  the  infection  is  by  subcutaneous  injection  of  old  tuberculin. 
Cystoscopy,  Dr.  Leedham-Green  claims,  can  be  practiced  in  the  young- 
est girl  and  in  boys  over  8.    Chromocystoscopy  is  also  of  use. 

Where  numerous  tubercle  bacilli  and  transitory  hematuria  exist 
without  indication  of  site  of  trouble,  a  good  substitute  for  exploratory 
nephrotomy  is  to  expose  the  ureter  subperitoneally  by  a  small  incision 
in  the  abdominal  semilunar  line,  open  it  by  a  small  longitudinal  cut, 
insert  a  fine  urethral  catheter,  and  collect  the  urine  separately.  A 
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fine  stitch  closes  the  opening  in  the  ureter,  which  is  dropped  back  to 
place  and  the  wound  is  drained  for  a  day  or  two. 

A  Simplified  Technique  of  Wassermann's  Test. — The  follow- 
ing is  a  simplified  form  of  the  technique  originally  described  by  Wasser- 
mann  as  devised  by  J.  Bauer,  of  Diisseldorf  (Med.  Klinilc,  1908,  No. 
35;  Berl.  Klin.  Woch.  1908,  No.  17;  Deutsche  Med.  Woch.,  1908, 
No.  16). 

In  order  to  perform  the  test,  we  need  some  fresh  serum  of  a  guinea- 
pig)  a  5-per-cent.  suspension  of  the  blood  cells  of  a  sheep,  some  normal 
human  serum,  some  extract  of  an  organ  from  a  syphilitic  subject,  and 
some  of  the  patient's  serum.  Each  of  these  requires  a  few  words  of 
explanation. 

The  fresh  serum  of  the  guinea-pig. — The  animal  is  bled  from  the 
carotid  or  the  femoral  artery.  The  blood  thus  obtained  is  rapidly 
centrifuged  or  else  is  allowed  to  stand  for  some  time  after  having  re- 
moved the  upper  layer  of  the  clot  which  adheres  to  the  walls  of  the 
receptacle.  The  serum  which  floats  over  the  clot  is  drawn  off  by  means 
of  a  pipette  armed  with  a  rubber  tube  and  a  glass  mouthpiece.  This 
serum  keeps  only  about  one  day,  but  if  it  is  frozen  it  can  be  kept  for 
some  time,  and  before  using  should  be  liquefied  with  a  little  warm  water. 
It  should  not  be  liquefied  more  than  once,  however.  Before  using  it 
the  serum  should  be  diluted  with  ten  parts  of  salt  solution. 

Suspension  of  sheep's  blood  corpuscles. — This  is  a  5-per-cent.  suspen- 
sion which  is  obtained  from  sheep's  blood  (the  latter  being  procured  at 
an  abattoir,  as  fresh  as  possible).  The  blood  is  placed  in  a  bottle  con- 
taining iron  filings,  to  avoid  coagulation,  and  is  shaken  for  ten  minutes. 
It  is  then  taken  to  the  laboratory,  strained  through  a  sieve  to  remove 
the  fibrin,  and  centrifuged.  The  blood  corpuscles  are  thrown  to  the 
bottom,  the  serum  is  drawn  off  with  a  pipette,  the  tube  filled  up  with 
salt  solution,  and  the  sediment  shaken  thoroughly  until  it  is  distributed 
evenly,  and  again  centrifuged.  This  is  repeated  several  times  until  the 
solution  over  the  sediment  remains  quite  clear.  The  liquid  is  then  re- 
moved and  the  sediment  is  covered  with  salt  solution.  From  this  sedi- 
ment with  the  salt  solution  we  get  a  suspension  by  shaking  which  rep- 
resents pure  blood.  Care  must  be  taken,  however,  always  to  add  the 
same  amount  of  fluid  to  the  centrifuged  tube  as  has  been  first  taken  when 
the  strained  blood  was  put  into  the  tube.  Thus  the  proportion  of  blood 
corpuscles  in  the  tube  remains  the  same  throughout  the  various  wash- 
ings. From  this  suspension  a  5-per-cent.  solution  is  obtained  by  mix- 
ing one  part  with  twenty  of  physiological  salt  solution.  The  latter 
may  be  kept  in  the  icebox  for  five  or  six  days. 

Normal  human  serum. — This  is  preferably  obtained  from  the  blood 
of  a  placenta.    The  blood  serum  thus  obtained  should  be  heated  to  a 
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temperature  of  from  510  to  560  C.  upon  a  water-bath,  in  order  to 
render  it  inactive. 

The  syphilitic  extract. — This  is  prepared  by  triturating  in  mortar  100 
c.c.  of  96-per-cent.  alcohol  and  10  grammes  of  the  liver  of  a  syphilitic 
foetus.  This  mixture  is  allowed  to  remain  in  the  mixing  machine  over 
night,  and  is  then  centrifuged  thoroughly.  When  once  decanted  it 
remains  clear  and  serves  as  a  mother  liquid,  which  should  be  constantly 
kept  in  the  icebox.  In  order  to  make  a  test  we  proceed  as  follows: 
Into  a  series  of  test  tubes  we  pour,  respectively,  0.25,  0.15,  O.IO,  O.05, 
0.025  and  0.015  c.c.  of  the  mother  solution  of  liver  extract,  and  to  each 
of  the  tubes  we  add  enough  physiological  salt  solution  to  make  1  c.c. 
In  addition,  another  test  tube  is  filled  with  1  c.c.  of  salt  solution  with- 
out any  organic  extract,  and  is  used  for  control.  In  each  of  the  seven 
tubes  containing  the  extract  is  next  poured  1  c.c.  of  the  fresh  10-per- 
cent.  solution  of  guinea-pig's  serum,  then  0.2  c.c.  of  normal  human  serum, 
heated  as  mentioned.  The  series  of  tubes  is  next  placed  in  an  incu- 
bator at  370  C.  for  thirty  minutes,  at  the  end  of  which  time  each  is 
charged  with  1  c.c.  of  a  5-per-cent.  suspension  of  sheep's  blood  cells, 
the  tube  being  again  put  into  the  incubator  for  two  hours.  If  then 
the  contents  of  all  these  tubes  is  found  to  be  dissolved,  the  first  tube 
can  be  used,  but  usually  this  is  not  the  case,  and  we  select  for  the  test 
those  tubes  in  which  the  solution  is  complete.  As  each  tube  contains 
1  c.c,  and  as  the  tubes  are  marked,  we  know  what  dilution  of  the 
organic  extract  the  tube  selected  contains,  one  in  four,  one  in  seven,  one 
in  ten,  etc.  In  the  control-tube  the  liquid  should  be  perfectly  clear; 
if  not,  the  serum  of  the  guinea-pig  was  not  fresh  or  the  human  serum 
contained  fats  and  was  not  applicable  in  the  test. 

Suppose,  for  example,  that  in  the  experiment  just  described  the 
fourth  tube  be  selected  as  perfectly  dissolved.  Then  the  quantity  of 
organic  extract  necessary  for  the  diagnosis  is  1  in  20.  In  order  to  be 
certain  that  this  is  the  correct  amount  of  organic  extract,  the  experi- 
ment should  be  repeated  with  dilutions  of  the  extract,  1  in  10,  1  i'1  20 
and  1  in  30,  trying  these  with  the  blood  of  several  healthy  and  several 
postively  syphilitic  persons  to  make  sure  that  the  quantity  found  was 
right. 

The  serum  of  the  patient. — This  is  obtained  in  children  and  in 
nervous  persons  by  puncturing  a  subcutaneous  vein  with  one  of  Francke's 
needles,  and  the  blood  is  received  into  a  test  tube.  Usually,  however, 
the  elbow  is  bandaged  above  its  fold,  a  vein  is  punctured  with  a  scalpel 
and  enough  blood  is  taken,  the  bandage  being  removed  afterwards. 
The  blood  is  allowed  to  stand  after  having  detached  the  upper  layer 
of  clot  adhering  to  the  walls;  it  is  then  centrifuged,  if  necessary,  to 
get  a  clear  serum,  which  is  also  heated  in  a  water-bath  at  from  5 1  °  to 
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Now  that  everything  is  ready  for  the  test,  four  test  tubes  are  taken 
and  filled  as  follows: 

1.  The  Principal  Tube. 

The  Patient's  Serum  0.2  c.c 

The  Organic  Extract  (tested)  1.0  c.c. 

The  Guinea-Pig's  Serum  (1:10)  1.0  c.c. 

2.  The  Control  Tube. 

The  Patient's  Serum  0.2  c.c. 

Physiological  Salt  Solution  1.0  c.c. 

Guinea  Pig's  Serum  (1:10)  1.00  cc. 


Three  and  four  are  tubes  containing  the  same  ingredients  in  the  same 
quantity,  save  that  instead  of  the  serum  of  the  patient  the  same  amount 
of  normal  human  serum  is  mixed  with  the  other  solutions. 

The  last  two  tubes  serve  merely  for  comparison  to  make  sure  that 
there  are  no  accidental  features  which  render  the  test  unreliable.  The 
four  tubes  are  shaken  and  placed  for  half  an  hour  in  the  incubator  at 
37°  C.  To  each  then  is  added  1  c.c.  of  the  5-per-cent.  suspension  of 
sheep's  blood  corpuscles  and  the  reaction  is  then  watched  in  the  incu- 
bator. Usually  in  tubes  2  and  4  the  contents  become  clear  within 
from  fifteen  to  thirty  minutes.  Hemolysis  then  appears  in  tube  3. 
When  the  blood  corpuscles  in  tube  1  dissolve  almost  simultaneously  with 
those  in  tube  3  the  patient  whose  serum  is  tested  is  free  from  syphilis. 
If  the  contents  of  tube  1  do  not  dissolve,  the  patient  whose  serum  is 
being  tested  has  syphilis.  There  are  certain  variations  in  the  manner 
in  which  the  reaction  takes  place,  but  unless  the  contents  of  tube  2  com- 
pletely dissolve,  the  test  is  of  no  value,  and  should  be  started  all  over 
again  with  fresh  material.  The  thing  is  to  find  for  tube  2  the  amount 
of  normal  human  serum  which  will  exactly  dissolve  its  contents,  and 
to  use  the  same  amount  in  tube  1. 

If  the  contents  of  tube  1  dissolve  imperfectly  and  half  an  hour  or 
longer  after  those  of  tubes  2  and  3,  the  existence  of  syphilis  is  possible, 
and  we  must  start  the  test  again  with  tubes  1  and  2,  into  each  of  which 
0.15  c.c.  of  the  patient's  serum  is  placed  (i.e.,  less  than  in  the  first 
attempt).  If  this  is  not  successful,  the  test  is  repeated  with  0.1  and  again 
with  0.05  c.c.  of  the  patient's  serum,  seeking  that  combination  which  will 
allow  the  contents  of  tube  1  to  remain  intact  and  those  of  tube  2  to  dis- 
solve completely.  If  this  is  obtained,  we  still  can  make  the  diagnosis 
of  syphilis. 

If  the  contents  of  tube  2  do  not  dissolve  completely,  we  should  add 
to  tubes  1  and  2  from  o.  1  to  0.2  c.c.  of  human  normal  serum.  This 
addition  should  be  made  at  the  same  time  as  that  of  the  suspension  of 
blood  corpuscles,  but  also,  if  preferred,  may  be  made  fifteen  minutes  or 
half  an  hour  later,  allowing  time  to  elapse  to  make  sure  that  the  con- 
tents of  tube  2  do  not  dissolve.    In  general,  the  test  is  begun  with  the 
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addition  of  o. I  c.c.  of  normal  human  serum,  and  if  the  solution  is 
imperfect,  a  second  test  is  made  with  the  addition  of  0.2  c.c.  of  this 
serum.  In  examining  the  blood  of  infants  below  six  months  of  age  0.2 
c.c.  of  normal  human  serum  is  needed,  and  should  be  used  from  the  first. 

Tubes  3  and  4  serve  to  prove:  (a)  that  the  presence  of  the  organic 
extract  does  not  prevent  the  dissolution  of  blood  corpuscles  of  the  sheep 
in  this  mixture,  and  (b)  that  the  serum  of  the  guinea-pig  has  not  been 
altered  in  the  process  of  the  experiment. 

Tube  2,  which  is  the  control  tube,  shows  whether  the  serum  of  the 
patient  contains  substances  which  prevent  the  dissolution  of  the  blood 
cells  of  the  sheep. 

Effects  of  Uric  Acid  upon  the  Genito-urinary  Sys- 
tem.— A  very  suggestive  paper  on  the  effects  of  uric  acid  upon 
the  genito-urinary  system  is  contributed  by  Dr.  J.  Pedersen 
to  the  Post-Graditate,  December,  1908.  The  author  first  takes 
up  the  effects  caused  by  hyperacid  urine.  In  the  kidney  such 
effects  are  represented  at  the  start  by  "  irritation  of  the  kidney," 
and,  if  long  continued,  by  serious  interstitial  of  parenchymatous 
changes.  Finally  interstitial  thickening  of  the  ureters  may  also 
occur. 

It  is  in  the  bladder  that  the  first  easily  demonstrable  effect 
of  hyperacidity  takes  place,  abnormal  sensibility,  giving  rise  to 
frequency  and  later  to  urgency  of  urination  is  the  chain  of 
symptoms.  Interstitial  cystitis  may  result.  The  most  impor- 
tant effects  of  irritating  urine  are  to  be  noted  on  the  mucous 
membrane  of  the  urethra.  The  physiologic  hyperemia,  inci- 
dent to  its  role  as  a  sexual  organ,  may  be  a  contributing  factor 
to  the  urethritis  resulting  from  the  acid  irritation.  Retention, 
due  either  to  spasm  of  the  external  sphincter  of  the  bladder  or 
to  organic  obstruction  resulting  from  irritation  and  consequent 
inflammation  of  a  stricture,  may  result.  The  reason  that  uric 
acid  urethritis  is  not  more  frequently  recognized  is  due  either 
to  the  fact  that  the  urine  is  seldom  of  sufficient  acidity  to  ex- 
cite a  discharge  from  a  normal  urethra,  or  else  to  the  fact  that 
few  urethrae  are  normal  at  the  time  of  life  when  excess  of  uric 
acid  is  likely  to  occur. 

As  we  pass  from  hyperacid  urine  as  a  causative  factor  to 
urine  containing  uric  acid  crystals,  we  note  a  corresponding 
difference  in  the  effects  produced;  i.  e.,  instead  of  irritation 
we  have  traumatism.     In  the  kidney  proper  the  following 
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changes  occur:  A  few  crystals  are  lodged  at  a  certain  point, 
and  form  a  piece  of  gravel,  which  later  becomes  a  calculus. 
This  may  become  encysted,  but  usually  infection  takes  place, 
followed  by  necrosis  due  to  pressure.  Single  or  multiple  ab- 
scesses may  occur  and  these  usually  coalesce  until  the  kidney 
is  practically  a  suppurating  sac  filled  with  calculi.  In  the  pel- 
vis of  the  kidney  the  lesion  changes  frorri  a  pyelitis  into  a 
hydronephrosis,  then  into  a  pyonephrosis  and  finally  into  a 
pyelonephritis.  , 

"  The  sudden  occlusion  of  the  upper  end  of  the  ureter  by 
a  stone  will  cause  one  or  more  of  four  possibilities:  an  acute 
hydronephrosis,  an  acute  pyonephrosis,  a  unilateral  suppres- 
sion or  a  bilateral  suppression  (calculus  anuria).  If  the  uni- 
lateral suppression  persists,  the  corresponding  kidney  and 
ureter  eventually  atrophy." 

Crystals  in  the  ureters  excite  catarrhal  urethritis  and  be- 
come nuclei  for  stones.  Should  lodgement  not  take  place,  suc- 
cessive changes  of  gravel  from  the  kidney  effects  dilatation  of 
the  ureters  occurs,  so  that  finally  they  may  be  able  to  pass  even 
a  large  rough  "  mulberry  "  stone  with  little  pain.  A  stone 
lodged  in  the  ureter  produces  a  localized  thickening,  but  this 
may  result  in  a  sacculation  of  the  ureter,  which  will  permit  the 
flow  of  urine  to  be  resumed. 

The  bladder  is  a  seat  for  the  prolific  formation  of  gravel 
and  calculi.  A  piece  of  gravel  becomes  lodged  in  a  crypt  and 
as  it  increases  in  size  it  pushes  forward  the  bladder  wall  until 
it  either  becomes  encysted  or  forms  a  diverticulum,  in  which 
it  rests.  Such  a  gravel-mass  may  increase  to  a  large  stone  in 
a  post-prostatic  pouch  without  giving  any  marked  symptoms. 
If  infection  occurs  "  an  exaggerated  and  unquenchable  cystitis 
is  the  result,  with  a  false  quantity  of  residual  urine  as  one  of 
the  objective  signs.  Unless  the  cause  be  removed,  ulcerations 
and  interstitial  changes  with  chronically  contracted  bladder 
are  liable  to  develop." 

In  the  urethra  uric  acid  crystals  are  likely  to  cause  a 
urethritis  with  semi-purulent  or  purulent  discharge — especially 
in  a  previously  damaged  urethra.  Pure  uric  acid  gravel,  which 
is  usually  smooth,  may  be  voided  with  the  urine  without  ap- 
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preciable  injury  to  the  mucosa.  "  If,  however,  such  a  piece 
of  gravel  becomes  arrested  in  transit  by  a  stricture  or  by  a 
narrow  meatus,  dysuria  followed  by  a  typical  urethritis,  de- 
velops.   .    .  . 

"  In  the  presence  of  hyperacid  urine  and  of  urine  loaded 
with  crystals,  the  patients  often  complain  of  a  sense  of  weight 
and  fulness  in  perineum  or  rectum  and  the  prostate  will  be 
found  to  be  tender  and  slightly  congested.  This  has  given 
rise  to  the  term  gouty  prostate.  If  the  gland  presents  dilated 
or  patent  follicles,  concretions  may  form,  and  these  concre- 
tions, by  growth  and  pressure,  may  destroy  the  intervening 
septa  until  multiple  sacs  or  one  large  sac  is  formed.  By  this 
time  infection  has  usually  crept  in  and  the  sac  presents  an 
abscess  filled  with  concretions.  The  prostate  may  thus  become 
practically  destroyed." 

Intravenous  Injection  of  Mercury. — A  report  of  the 
value  of  intravenous  injections  of  mercury  based  on  over  200 
actual  cases,  is  contributed  by  Dr.  G.  P.  Crumie  to  /.  A.  M.  A. 
(December  19,  1908).  The  author  prefers  a  solution  of 
mercury  cyanide  (the  bichloride  and  the  biniodide  may  also 
be  used),  in  1%  strength.  The  dose  is  1  to  3  cc.  daily  or  every 
other  day.  He  selects  any  of  the  superficial  veins,  giving 
preference  to  those  in  the  back  of  the  hands.  A  tight  bandage 
is  applied  proximal  to  the  site  of  injection,  in  order  to  distend 
the  vein.  The  region  is  then  washed  gently  with  pure  alcohol 
and  a  hollow  needle  is  then  introduced  nearly  parallel  to  the 
vein  in  the  direction  of  the  blood  current,  until  it  is  within 
the  lumen.  "  Then  the  bandage  is  removed  and  the  injection 
slowly  given.  When  the  needle  is  withdrawn  the  blood  usu- 
ally flows  rather  freely  from  the  small  puncture.  This  should 
be  wiped  away  and  no  dressing  applied. 

"Fine  platino-iridium  needles  (2  to  3  cm.  in  length) 
should  be  used,  and  the  Luer  all-glass  syringe  is  best  adapted 
to  this  purpose." 

Dr.  Crume  suggests  the  following  method  to  determine 
whether  the  point  of  the  needle  is  within  the  vein.  The. 
piston  of  the  syringe  should  fit  the  cylinder  so  accurately,  yet 
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loosely,  that  it  can  be  forced  backward  by  the  ordinary  blood 
pressure.  Now  if  "  the  needle  is  in  the  lumen  of  the  vein 
the  blood  at  once  comes  into  the  barrel  of  the  syringe,  pro- 
vided the  piston  is  not  held.  .  .  .  After  the  needle  is  in 
position  the  strictest  attention  is  needed  to  keep  it  there  until 
the  injection  is  consummated.  To  this  end  an  assistant  is 
necessary  to  remove  the  bandage." 

Dr.  Crume  sums  up  the  chief  objections  to  this  method 
as  follows : 

"  1.  The  technic  is  somewhat  delicate,  it  being  easy  to 
miss  the  vein  or  pass  the  needle  entirely  through  it. 

"  2.  Injection  outside  of  the  vein  causes  a  cellulitis  with 
induration  at  site  of  injection,  an  acute  phlebitis;  injection  into 
the  wall  of  the  vein  or  the  valves  or  failure  to  remove  the 
bandage  before  injecting  causes  an  acute  endophlebitis.  None 
of  these  accidents  is  serious,  neither  do  they  occasion  much 
pain  or  inconvenience. 

"3.  Veins  are  not  always  sufficiently  prominent  for  the 
operation,  especially  in  women  and  obese  subjects." 

On  the  other  hand,  he  claims  for  this  treatment  "  that 
it  is  our  best  means  for  meeting  the  needs  of  those  urgent 
cases  in  which  great  destruction  or  irreparable  damage  is  im- 
minent, as,  for  example,  severe  visceral  disease,  lesions  of  the 
eye  or  of  the  nervous  system.  For  not  only  can  the  physio- 
logic effect  be  produced,  but  the  patient's  tolerance  can  be  dis- 
covered in  two  or  three  days  and  with  perfect  safety  by  this 
method.  In  certain  specific  conditions  not  infrequently  ntet 
this  is  an  advantage  of  first  importance."  Moreover,  this 
method  is  painless,  permits  accurate  dosage,  and  the  instan- 
taneous introduction  of  the  mercury  into  the  system. 

A  Long  Period  of  Incubation  in  Acute  Gonor- 
rhea— Kahan,  of  Nijni  Novgorod  (Russische  Zeitschrift, 
fur  Haut  und  Vener.  Krankheit.,  April,  1908),  reports  a 
case  of  acute  gonorrhea  with  an  unusually  long  period  of 
incubation.  The  patient  was  twenty-one  years  of  age  and 
claimed  to  have  had  sexual  intercourse  sixty-two  days  before 
the  onset  of  the  attack. 
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While  exhaustive  text-books  on  the  subject  of  Urology  are 
plentiful  enough,  there  was  undoubtedly  a  place  for  a  concise 
and  practical  work  on  the  Technic  of  Cystoscopy.  Cabot  has 
demonstrated  his  ability  to  cover  the  field  in  so  practical  a 
manner  as  to  make  it  easily  understood  by  those  who  have 
not  had  the  opportunity  to  perfect  themselves  in  the  use  of  the 
Cystoscope.  The  methods  suggested  for  the  diagnosis  and 
treatment  of  the  disorders  of  the  Urinary  Bladder  are  essen- 
tially practical,  and  this  statement  applies  not  only  to  the 
Medical  but  Surgical  side  of  the  subject  as  well. 

The  reviewer  agrees  in  the  main  with  the  statements  made 
by  the  author,  though  in  some  instances  the  reviewer's  experi- 
ence would  suggest  some  modification  of  the  views  contained 
in  this  work.  For  example,  he  has  found  Alypin  in  2%  solu- 
tion preferable  to  cocaine  as  an  anesthetic,  both  on  account  of 
the  lessened  danger,  and  the  fact  that  anesthesia  is  more  pro- 
longed. As  a  whole,  however,  we  welcome  the  work  and  have 
already  recommended  same  to  advanced  students  who  are  anx- 
ious to  take  up  the  study  of  the  pathologic  conditions  of  the 
bladder. 

Atti  della  i°  Adunanza  della  Societa  Italiana  di 
Urologia.  Riccardo  Dalla  Vedora,  Segretario  generale. 
Romo,  1908. 

The  Transactions  of  the  first  congress  of  the  Italian  Urol- 
ogic  Society  make  a  volume  of  462  pages  and  contain  a  num- 
ber of  interesting  articles  by  Colombino,  Jungano  and  Pasteau, 
Lasio,  Pavone,  Sigurta,  Boari,  Gardini,  Terranova,  Li  Virghi, 
Oro,  etc. 
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IN  this  advanced  era  of  pathology  and  bacteriology,  it  may 
seem  rather  puerile  and  elementary  for  one  to  address  a 
medical  assembly  on  the  treatment  of  gonorrhea.  It  is  the 
firm  conviction  of  the  writer,  however,  that  too  much  cannot 
be  written  or  spoken  about  the  treatment  of  this  universally 
prevalent  disease,  especially  when  we  consider  the  antiquated 
methods  advocated  in  some  of  our  text-books  on  genito-urinary 
diseases.  Oftimes  more  stress  is  laid  on  some  particular  fa- 
vorite drug  of  the  author,  than  on  a  thorough  consideration  of 
the  correct  principles  of  treatment,  in  which  all  drugs  are  of 
minor  importance. 

Almost  every  drug  in  the  pharmacoepia  or  dispensatory  has, 
at  some  time  or  other,  been  used  or  recommended  as  valuable 
in  the  treatment  of  this  disease,  notwithstanding  the  claims  of 
many  pharmaceutical  chemists. 

There  is  no  specific  drug  or  treatment  for  the  cure  of 
gonorrhea.  there  is  no  drug  or  chemical  that  can  be  applied 
to  every  urethra  with  equally  good  results. 

It  is  our  purpose  in  this  paper,  to  deal  with  the  principles 
of  treatment,  and  not  dwell  on  any  specific  remedial  agent  or 
method  of  treatment.  It  is  of  minor  importance,  what  drug  or 
chemical  is  used  or  what  method  of  application  is  resorted  to, 
provided  the  cardinal  principle  is  adhered  to,  which  may  be 
expressed  as  follows : 

Read  in  the  Symposium  on  Gonorrhea,  at  Meeting  of  the  St.  Louis 
Medical  Society,  May  I,  1909. 
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The  successful  treatment  of  gonorrhea  consists  in  the 
proper  understanding  and  use  of  the  surgical  principles  of 
rest  and  free  drainage,  and  the  methodic  use  of  certain 
classes  of  drugs  and  bactericidal  agents  primarily,  and  second- 
arily endeavoring  to  repair  as  well  as  possible  any  damage  to 
the  urethral  mucosa  and  adnexa,  resulting  from  the  pro- 
liferation and  growth  of  the  gonococcus. 

Remember  that  each  urethra  has  a  distinct  individuality; 
some  are  leathery,  others  are  intolerant  and  irritable.  Accord- 
ing to  Robinson,  "  The  gonococcus  is  the  king  of  beasts  among 
germs,  as  it  practically  prepares  the  road  for  all  the  pathogenic 
germs  by  trauma  of  the  mucosa,  producing  atria  for  infection." 

Analyzing  this  cardinal  principle,  we  must  then  consider  as 
the  elements  of  treatment  the  following:    Prophylaxis,  free 

DRAINAGE,  REST,  BACTERICIDAL  AGENTS,  REPAIR  AND  REGEN- 
ERATION OF  DESTROYED  AND  DAMAGED  MUCOSA,  ABNORMALI- 
TIES OF  URINE,  AS  HYPERACIDITY,  OXALURIA,  PHOSPHATURIA, 
ETC. 

Drainage. 

Evacuate  all  pus  from  the  urethra,  by  free  drainage,  not  by 
the  introduction  of  any  foreign  material  into  the  urethra,  such 
as  gauze,  etc. ;  but  between  the  intervals  of  micturition,  the 
penis  should  be  suspended  in  a  comfortable  position,  in  a  well- 
retained  dressing  and  fresh  cotton  should  be  applied  to  the 
glans  after  each  urinary  act.  A  congenitally  narrow  meatus  is 
an  obstacle  to  free  drainage.  By  no  means  should  the  filthy 
tobacco  pouch  be  used  where  the  glans  is  kept  constantly  bathed 
in  the  pus  exuding  from  the  urethra  into  the  cotton  at  the  bot- 
tom of  the  pouch.  No  bandage  should  be  applied  directly  to 
the  penis,  that  is  constricting  in  any  way.  The  pus  of  gonor- 
rhea is  as  essential  to  and  symptomatic  of  this  diseased  condi- 
tion as  pyrexia  is  in  typhoid  or  pneumonia.  When  the  typhoid 
temperature  is  temporarily  reduced  with  cold  and  hydro- 
therapy, it  does  not  signify  that  the  disease  is  cured,  but  we  also 
endeavor  to  eliminate  the  typhoid  bacillus  in  the  gall  and 
urinary  bladder  and  bowels  to  the  best  of  our  ability.  Strange 
to  say,  we  often  lose  sight  of  the  fact  that  the  suppuration  and 
secretion  of  the  urethra  in  gonorrhea  is  quite  essential ;  it  is 
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nature's  method  of  eliminating  the  inflammatory  detritus,  to- 
gether with  the  destroyed  gonococci  and  epithelium,  the  result 
of  phagocytosis.  Therefore  we  must  not  be  too  desirous  of 
promoting  the  patient's  happiness  and  peace  of  mind,  by  at- 
tempting too  quickly  to  stop  the  urethral  discharge.  You  may 
dress  a  varicose  ulcer  with  a  bismuth  powder  and  have  a  scab 
form  over  it  very  quickly,  but  this  would  not  necessarily  indicate 
that  the  ulcer  is  healing.  Remove  the  scab  and  often  a  col- 
lection of  pent  up  pus  will  be  found  beneath  it.  Just  so  in  acute 
primary  gonorrhea ;  attempt  to  stop  a  suppurating  urethra 
quickly,  which  can  often  be  done  by  astringent  mixtures,  and  you 
only  delay  healing,  while  the  gonococci  penetrate  the  submu- 
cosa  and  muscularis. 

There  has  existed  a  so-called  abortive  treatment  for  many 
years,  with  the  chief  idea  of  destroying  the  gonococci  quickly 
by  an  initial  application  of  some  strong  silver  solution.  Many 
authorities  agree  that  the  abortive  treatment  is  useless  forty- 
eight  hours  after  the  beginning  of  symptoms.  Patients  must  be 
seen  a  few  hours  after  the  itching  and  burning  of  the  urethra 
starts,  and  a  slightly  purulent  discharge  exists.  We  often  hyp- 
notize ourselves  with  the  phantom  of  abortive  treatment,  which 
is  seldom  a  reality.  It  is  never  successful  when  the  inflamma- 
tory process  has  penetrated  below  the  surface  layer  of  the 
epithelium. 

Rest. 

This  is  of  paramount  importance;  physical  rest  of  the  whole 
body  in  a  reclining  posture  as  much  as  possible,  during  the 
acute  stage,  thus  relieving  all  tendency  to  pelvic  congestion. 
Rest  the  posterior  urethra  by  keeping  the  rectum  unloaded  of 
all  fecal  contents,  by  at  least  one  daily  bowel  action,  which  re- 
lieves all  tendency  to  pressure  on  the  prostate,  because  there  is 
a  direct  anastomosis  of  the  hemorrhoidal  and  prostatic  circula- 
tions. Rest  the  penis  and  scrotal  contents  by  wearing  a  bandage 
for  both;  the  Modified  Support  Bandage  and  Dressing  Re- 
tainer, such  as  the  writer's,  which  also  has  the  advantage  of 
keeping  all  dressings  of  the  penis  in  position,  and  protecting 
soiling  of  the  linen  by  infectious  discharges. 
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Bactericidal  Agents 

Many  of  the  elements,  in  various  organic  and  inorganic  com- 
binations, have  been  used  from  time  to  time,  as  mercury, 
thaliurn,  silver,  manganese,  potassium,  copper,  sodium,  io- 
dine, bismuth,  zinc,  lead,  etc.  The  most  commonly  used 
bactericidal  agents  to-day,  are  the  organic  and  inorganic  silver 
salts.  In  the  Transactions  of  the  American  Urological  Asso- 
ciation, Vol.  2,  1908,  are  recorded  my  views  on  the  new  silver 
preparations,  and  therein  it  is  stated  that  these  newer  prepara- 
tions are  not  in  all  cases  equally  as  efficient  nor  can  they  fully 
replace  the  older  silver  nitrate. 

Astringents  must  never  be  used  in  early  treatment,  until  all 
evidence  of  gonococci  is  negative.  Many  prefer  not  to  use 
them  at  all,  because  of  the  possibility  of  sealing  up  or  envelop- 
ing in  the  tissues  some  latent  germs.  No  one  can  intelligently 
treat  a  gonococcal  infection  of  the  urethra,  without  frequent 
use  of  the  microscope  to  examine  urethral  secretion,  urinary 
shreds  and  filaments.  This  is  of  absolute  necessity,  and  is  a 
compass  that  guides  and  directs  our  course  of  treatment. 

In  applying  local  medication  to  the  urethra,  which  is  at 
times  highly  inflamed  and  edematous,  discretion  must  be  used 
so  as  not  to  use  solutions  which  smart  and  irritate  the  urethral 
mucosa.  It  is  often  advisable  to  wait  for  several  days,  before 
beginning  local  medication,  especially  if  there  should  be  slight 
capillary  hemorrhage  from  the  mucosa,  at  each  urinary  act. 
If  for  some  reason  local  medication  is  attempted  at  this  time, 
it  is  advisable  to  precede  such  antiseptic  solution  with  an  anes- 
thetic as  alypin,  novocain,  cocain,  and  adrenalin.  It  matters 
not  in  what  manner  antiseptic  solutions  are  applied  to  the 
urethra,  whether  in  lavage  with  a  large  volume  of  fluid  for 
copious  irrigation,  or  by  a  large  piston  syringe,  provided  we 
remember  that  where  the  infection  is  limited  to  the  anterior 
urethra,  as  it  is  during  the  very  early  part  of  an  acute  inflamma- 
tion, force  and  pressure  with  a  syringe  or  irrigation  apparatus 
may  quickly  disseminate  the  infection  to  healthy  portions  of  the 
urethra,  even  to  the  bladder  by  direct  continuity.  We  must 
remember  that  we  have  virtually  two  urethras;  the  anterior  and 
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posterior,  and  that  it  is  more  simple  to  treat  the  former  than 
the  latter. 

Abnormalities  of  urine  must  be  considered  because  an 
oxaluria,  phosphaturia  and  excess  of  uric  acid  crystals  or 
hyperacidity  will  irritate  the  inflamed  mucosa.  These  urinary 
conditions  indicate  the  necessity  for  proper  dietetic  and  internal 
medicinal  treatment;  and  the  use  of  demulscents,  antacids,  seda- 
tives and  diuretics.  We  cannot  too  vigorously  condemn  the 
use  of  any  medium  except  warm  sterile  water  as  a  vehicle  for 
the  gonococcocides,  in  their  application  to  the  acutely  inflamed 
urethra.  Therefore  avoid  inserting  gauze,  saturated  with  an- 
tiseptics, medicated  bougies  or  suppositories  and  ointments 
during  the  acute  stage. 

Never  introduce  any  instrument  or  foreign  body 
into  an  acutely  inflamed  and  suppurating  urethra, 
unless  there  is  some  special  emergency  necessitating 
IT.  A  case  of  genuine  gonococcal  urethritis,  in  contradistinction 
to  the  several  forms  of  simple  urethritis,  is  never  absolutely 
cured  in  three  days.  Classical  cases  require,  as  a  rule,  at  least 
six  or  eight  weeks  of  careful  methodic  treatments.  The  practice 
of  treating  an  infected  urethra  solely  by  the  use  of  internal 
medication  with  urinary  antiseptics,  balsamics,  etc.,  has  been  or 
should  be  relegated  to  oblivion.  Gonococci  can  only  be  de- 
stroyed by  attacking  them  in  situ,  in  the  urethra  or  adnexa,  by 
direct  bactericidal  medication. 

Repair  of  Destroyed  and  Damaged  Mucosa  and  Adnexa. 

The  Adnexa  most  commonly  complicated  in  urethral  gonor- 
rhea are  the  prostate,  seminal  vesicles  and  epididymides.  When 
this  occurs  it  indicates  that  the  disease  has  infected  the  posterior 
urethra,  because  the  ejaculatory  ducts  of  the  vesicles  and  the 
prostatic  ducts,  are  directly  contiguous  with  the  prostatic  ure- 
thral mucosa,  also  the  lymphatics  are  in  direct  continuity.  The 
prostate  is  of  paramount  importance  and  when  acutely  infected 
with  gonorrhea,  bids  fair  to  run  a  long  chronic  course,  covering 
weeks,  months,  years,  and  possibly  remain  incurable.  The  so- 
called  gleet  and  morning  drop  of  chronic  gonorrhea  is  com- 
monly dependent  on  an  infected  prostate   that  may  have  es- 
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caped  detection  and  received  no  treatment;  a  similar  state  of 
affairs  may  exist  with  diseased  seminal  vesicles  which  only  too 
commonly  escape  detection  and  treatment.  Recurrent  epididy- 
mitis, neuralgic  pains  of  the  spermatic  cord  and  testes,  are  com- 
monly caused  by  a  chronic  gonorrheal  prostatitis  or  vesiculitis. 
Gonococci  may  lie  dormant  for  years  in  the  prostate  and  ure- 
thral follicles;  in  coitus  when  there  is  congestion  and  hypersecre- 
tion of  the  urethra,  prostate  and  vesicles,  all  mixed  together 
with  the  seminal  elements,  we  can  readily  understand,  how 
gonococcal  semen  is  deposited  in  the  vagina,  then  follows  the 
tragic  recital  of  pus  tubes,  laparotomy,  etc. 

Formerly  most  text-books  advised  eliminating  all  urethral 
treatment  when  acute  epididymitis  occurred.  I  believe  this  is 
an  antiquated  superstitious  tradition,  not  founded  on  facts,  and 
I  therefore  advise  continuing  treatment  of  the  posterior  ure- 
thra, with  proper  precautions.  Schindler  (Deutsch.  Med. 
Woch.,  1907),  advocates  puncture  as  a  therapeutic  method  in 
treatment  of  gonorrheal  epididymitis.  Epididymotomy,  or 
puncture  and  incision  of  the  epididymis  in  gonorrheal  inflam- 
mation is  not  universally  practiced.  There  is  no  good  reason 
why  it  should  not  be  done  wherever  feasible,  although  many 
patients  object  to  the  knife  for  such  a  simple  thing  as  "  swollen 
testicles,"  as  they  call  it.  Bazet  has  a  record  of  sixty-five  cases 
with  good  results  and  advises  operative  procedure  as  soon  as 
the  diagnosis  is  made.  Hagner  says,  "The  operative  treatment 
of  gonorrheal  arthritis  was  the  procedure  that  suggested  to 
me  the  surgical  intervention  in  these  cases  of  gonorrheal  epi- 
didymitis." We  all  know  the  intense  pain  in  acute  epididy- 
mitis when  all  patients  only  too  eagerly  go  to  bed.  The 
advantage  of  epididymotomy  is  the  disappearance  of  pain  al- 
most immediately  after  operation,  reduction  of  temperature, 
elimination  of  the  constant  danger  of  recurrent  attacks  of  acute 
reinfection  due  to  retained  infection  in  loco  for  years. 

Belfield  {Jour.  Amer.  Med.  Assn.,  190c),  refers  to  gonor- 
rheal epididymis  as  pus  tubes  in  the  male;  he  regards  this  con- 
dition as  far-reaching  as  pyosalpinx  and  advises  surgical  treat- 
ment, f'-ee  drainage  and  evacuation  of  all  pus.    Bilateral  or 
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unilateral  occlusion  of  the  vas  deferens  is  very  common  follow- 
ing an  epididymitis,  with  resulting  sterility.  Gynecologists  must 
not  lose  sight  of  the  bearing  of  this  condition  on  the  question 
of  propagation  of  the  species,  when  consulted  by  women,  who 
never  suspect  the  husband  as  the  cause  of  their  sterility,  when 
examination  of  him  may  show  indurated  areas  in  one  epididy- 
mis or  in  both.  Bier's  method  of  artificial  hyperemia  in  acute 
epididymitis,  according  to  reports,  is  not  markedly  successful. 

The  chronic  stage  of  urethritis  should  be  treated  by  pri- 
marily inspecting  the  anterior  and  posterior  urethras  with  the 
urethroscope,  by  ocular  inspection.  This  is  done  to  determine 
the  exact  seat  and  location  of  the  lesion.  In  this  stage  instru- 
mental treatment  in  some  form  or  other  is  not  only  indicated 
but  of  absolute  necessity  for  a  cure.  Permit  me  to  say  that 
urethral  instrumentation  as  recklessly  practiced  by  many,  is 
only  an  abuse  of  the  patient  and  may  result  in  much  injury  to 
the  healthy  parts  of  the  urethra.  The  urethroscope  is  com- 
monly used  as  a  toy  to  the  delight  of  the  patient  who  marvels 
at  the  introduction  of  an  electric  light  into  the  urethra.  Any 
novice  can  insert  a  urethroscope,  but  urethroscopy  to  be  under- 
stood requires  as  much  practice  and  experience  as  proficiency  in 
the  use  of  the  ophthalmoscope.  Chronic  gonorrhea  demands 
in  order  to  cure  it,  destruction  of  gonococci,  remaining  as  a 
latent  condition  from  the  acute  stage,  especial  attention  to  de- 
stroyed or  denuded  areas  of  mucosa,  and  infected  follicles,  the 
removal  of  new  growths  by  chemicals  or  electric  cauterization, 
treatment  of  diseased  prostate  and  vesicles.  Of  less  common 
occurrence  is  infection  of  the  lower  urinary  tract,  as  an  acute 
exacerbation  from  chronic  gonorrheal  pyelitis.  If  chronic 
gonorrheal  pyelitis  or  prostatitis  exists,  never  hope  to  cure  the 
urethra,  until  these  diseased  foci  are  respectively  treated.  One 
or  both  kidney  pelves  may  be  treated  by  urethral  catheteriza- 
tion and  pelvic  lavage  of  the  kidney  with  the  same  antiseptic 
solutions  as  are  used  for  the  urethra. 

Paraurethritis,  where  the  infected  focus  is  entirely  outside  the 
urethra,  possibly  in  the  elans  penis,  may  cause  recurrent  gonorr 
rhea  of  the  urethra  of  years'  standing.     (Such  condition  is 
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reported  by  me  in  the  American  Journal  of  Dermatology, 
April,  1909.) 

The  Vaccine  or  Bacterin  Treatment. 

This  is  the  most  modern  innovation  in  the  treatment  of 
gonorrhea  and  its  complications.  The  work  of  Wright  in 
opsonic  investigation  has  made  gonorrheal  vaccine  a  possibility. 
That  vaccine  has  a  diagnostic  as  well  as  a  therapeutic  value 
cannot  be  doubted,  but  on  this  point  those  who  have  reported 
its  use  do  not  fully  agree  in  all  phases  of  the  subject.  Person- 
ally, I  have  found  that  in  some  cases  it  will  arouse  latent  gono- 
cocci,  but  does  not  act  exactly  similar  to  tuberculin,  in  regards 
to  uniformity  of  results,  as  a  diagnostic  means.  It  is  common 
to  observe  a  rise  of  temperature  after  the  initial  injection  sub- 
cutaneously,  or  observe  a  zone  of  hyperemia  around  the  site  of 
the  needle  puncture  for  several  days  after  the  injection.  In 
my  record  of  twenty-four  cases  treated  by  vaccine  seldom  was 
pain  complained  of.  In  one  case  marked  furunculosis  of  arm 
and  neck  followed  the  initial  injection,  with  enlargement  of 
axillary  glands.  If  urethral  gonorrhea  and  prostatitis  is  com- 
plicated with  pus  germs,  which  is  only  too  common,  the  gono- 
coccus  vaccine  must  be  fortified  with  injection  simultaneously 
of  mixed  strains  of  the  staphylococcus  vaccine.  This  fact  must 
not  be  lost  sight  of.  To  date  there  is  no  mixed  or  combined 
gonococcus  and  staphylococcus  vaccine  on  the  market,  and  the 
Department  of  Experimental  Medicine  of  Parke,  Davis  and 
Company  of  Detroit,  are  kindly  experimenting  in  this  line  ac- 
cording to  my  suggestion.  Future  experimentation  may  make 
such  a  mixed  vaccine  a  possibility.  I  believe  vaccine  and  bio- 
logic therapy  should  be  used  only  as  an  adjunct  in  treatment  at 
the  present  time,  and  in  no  sense  as  a  total  substitute  for  local 
and  internal  medication.  Gonorrheal  prostatitis  requires  in 
addition  to  injection  of  vaccine,  massage  treatment  of  the  pos- 
terior urethra  and  internal  administration  of  drugs  as  correc- 
tives for  urinary  abnormal/lies. 

Aronstam  (Jour.  Amer.  Med.  Assn.,  1908),  reports  fifty- 
four  cases  of  acute  and  chronic  gonorrhea  and  complications, 
in  which  vaccine  was  used,  with  favorable  results  in  the  acute 
stage,  nnd  he  is  somewhat  sceptical  about  its  efficiency  in  many 
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of  the  chronic  stages  of  gonorrhea.  I  am  not  enthusiastic 
about  the  use  of  vaccine  in  the  acute  stage,  but  have  had  better 
results  with  it  in  the  chronic.  Irons  (British  Medical  Journal, 
1908),  observed  thirty-one  cases  of  infection  and  goes  into 
some  detail  about  the  results,  which  are  very  interesting.  He 
says:  "The  reliability  of  the  clinical  gonococcus  reaction  as  a 
diagnostic  procedure  will  be  determined  after  many  tests. 
There  may  well  be  cases  of  gonococcus  infection  that  do  not 
respond." 

The  good  results  that.  I  have  observed  with  Gonococcic 
Vaccine  were  in  chronic  cases,  with  articular  and  prostatic  com- 
plications. That  the  gonococcus,  in  pure  culture,  is  found  in  the 
circulation  is  an  established  fact.  Many  cases  are  reported 
corroborating  this  statement.  I  reported  a  case  in  the  Courier 
of  Medicine,  nine  years  ago,  with  joint  and  heart  complications 
of  a  boy  seventeen  years  old,  in  which  the  gonococcus  was 
cultivated  from  blood  from  the  median  basilic  vein.  At  that 
time  the  opsonic  treatment  was  unborn,  and  we  could  not  take 
advantage  of  using  vaccine,  as  there  was  none  on  the  market. 
Vaccine  therapy  is  still  in  its  infancy,  and  up  to  date  the  ac- 
counts of  treatment  with  it  in  acute  urethral  gonorrhea  are 
not  in  harmony  as  to  the  ultimate  results  and  benefits  derived 
therefrom. 

I  believe  that  only  too  commonly  acute  urethral  gonorrhea 
is  a  mixed  infection,  in  which  the  staphylococcus  in  mixed 
strains  plays  a  prominent  role.  This  may  therefore  perhaps 
be  the  reason  why  the  gonococcus  vaccine,  when  used  alone,  does 
not  always  give  satisfactory  results.  I  have  asked,  as  stated 
before,  the  Biological  Department  of  Parke,  Davis  and  Com- 
pany to  make  one  cubic  centimeter  bulbs,  each  holding  400 
million  staphylococci  and  100  million  gonococci,  combined.  I 
have  used  both  those  vaccines  as  they  are  on  the  market  to-day, 
uncombined.  The  advantage  of  combining  them  in  a  single 
solution  is  that  one  injection  need  be  given,  instead  of  two 
punctures  being  made  for  two  separate  vaccine  injections. 

The  Cure  of  Gonorrhea. 
When  is  an  acute  case  of  gonorrhea  cured?    This  is  a 
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mooted  question.  Extremists  of  the  German  school,  typified 
in  Noegerrath,  claim  that  gonococci  in  the  male  as  well  as  the 
female  persist  for  life  in  the  organs  of  generation,  notwith- 
standing the  apparent  cure  of  the  acute  infection.  This  state- 
ment is  influenced  and  possibly  prompted  by  the  fact  that  of 
women,  who  have  fatal  diseases  of  the  uterus  and  adnexa, 
eighty  per  cent,  have  been  found  to  succumb  to  gonorrheal  in- 
fection. Many  patients  dismiss  themselves  from  treatment 
before  they  are  cured,  only  desiring  cessation  of  the  urethral 
discharge.  On  the  other  hand,  many  cases  are  considered 
chronic,  which  are  virtually  long  continued  acute  cases,  notwith- 
standing the  element  of  time.  A  red,  swollen  meatus,  a  profuse 
purulent  discharge,  no  matter  how  long  it  has  existed,  must  be 
treated  as  acute  gonorrhea.  Fuller  (N.  Y.  Med.  Jour.,  1908), 
believes  that  the  systematic  infection  in  the  male,  due  to  un- 
cured  gonorrhea,  enters  from  a  special  focus,  chiefly  the  seminal 
vesicles.  He  excised  the  seminal  vesicles  twenty-three  times 
for  the  cure  of  gonorrheal  arthritis. 

When  all  secretion  and  discharge  has  ceased  from  the  ure- 
thra, or  cannot  be  expressed  therefrom  by  stripping  it,  and  the 
meatus  is  not  glued  together,  especially  in  the  morning  on 
arising,  and  there  are  no  shreds  in  the  freshly  voided  urine,  it 
is  a  common  teaching  to  regard  a  case  as  cured.  The  urine 
is  not  always  an  index  of  existing  conditions  in  the  deep  ure- 
thra. I  have  known  of  many  cases  of  chronic  posterior  ure- 
thritis, with  ulceration,  etc.,  and  especially  chronic  prostatitis, 
in  which  the  urine  passed  in  two  or  three  glasses  was  micro- 
scopically clear  and  apparently  normal.  At  this  time  the  patient 
should  be  put  on  a  liberal  allowance  of  malt  and  spirituous 
liquors,  especially  beer,  for  several  successive  days  and  indulge 
in  moderate  exercise,  as  a  test  to  determine  if  any  recurrence 
happens. 

The  acme  of  all  treatment  should  be  to  keep  gonorrhea  a 
local  urethral  disease,  and  prevent,  if  possible,  its  dissemination 
and  metastasis  by  the  lymphatic  and  circulatory  systems  to  re- 
mote parts  and  organs  of  the  body,  when  it  becomes  a  systemic 
infection,  endangering  life,  and  may  be  much  worse  in  some  of 
its  ultimate  consequences  than  syphilis. 


HAIR-PIN  IN  THE  BLADDER 


Neisser,  one  of  the  benefactors  of  humanity,  the  discoverer 
of  the  gonococcus,  says:  "Although  I  am  always  advocating 
that  every  medical  man  should  be  taught  how  to  treat  acute 
gonorrhea  efficiently  from  every  point  of  view,  the  estimation 
of  the  chronic  cases  of  urethritis  requires  such  special  techni- 
cality and  practice  as  cannot  possibly  be  possessed  by  every 
practitioner,  quite  apart  from  the  circumstance  that  not  every 
medical  man  can  have  at  his  disposal  the  laboratory  arrange- 
ments, required  for  the  preparation  of  cultures,  etc." 

715  North  Eighth  Street. 
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REPORT  OF  A  CASE  OF  HAIR-PIN  IN  THE  BLAD- 
DER, WITH  REMOVAL  BY  THE  AID  OF  THE 
CYSTOSCOPE. 

By  Lewis  Wine  Bremerman,  A.  M.,  M.  D.,  Chicago. 


HE  patient,  a  female,  age  thirty,  married,  no  children, 
referred  to  me  by  Dr.  Remington,  of  Chicago,  with 
the  following  history: 


Two  days  prior  to  her  visit  to  me,  she  endeavored,  by  the  use 
of  a  hair-pin,  to  enter  the  uterus  for  the  purpose  of  producing 
an  abortion,  as  she  was  a  few  days  overdue  and  a  lady  friend 
informed  her  that  this  was  the  best  method  to  pursue.  She, 
however,  passed  the  hair-pin  into  the  urethra,  which,  slipping 
away  from  her,  entered  the  bladder.  She  consulted  Dr.  Rem- 
ington, who  recommended  a  cystoscopic  examination  of  the  pa- 
tient at  once.  The  patient  had  no  symptoms  whatsoever  as  the 
hair-pin  had  been  in  the  bladder  only  forty-eight  hours.  She 
was  exceedingly  nervous  and  considerably  frightened. 

An  examining  cystoscope  was  passed  into  the  bladder  and  the 
hair-pin  almost  immediately  located,  the  pin  lying  in  such  a 
position  that  the  curved  end  was  away  from  the  internal  ure- 
thral orifice  with  the  points  directed  towards  it.  Figure  No.  1 
shows  a  very  clear  outline  of  the  hair-pin  with  an  absolutely 
normal  appearing  bladder  wall.  The  examining  cystoscope 
was  removed  and  a  straight  observation  cystoscope  passed  into 
the  bladder.    I  passed  a  pair  of  very  small  alligator  forceps 
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along  the  side  of  this  instrument  and  easily  grasped  the  hair- 
pin, and  with  considerable  difficulty  managed  to  turn  the  hair- 
pin around.  I  again  grasped  the  pin  by  the  curved  end,  as 
shown  in  Figure  No.  2,  with  the  alligator  forceps  and,  gently 


Fig.  3  Fig.  4 


withdrawing  the  forceps,  pulled  the  pin  towards  the  internal 
urethral  orifice,  as  shown  in  Figure  No.  3. 

Figure  No.  4  depicts  the  two  points  of  the  hair-pin  just 
protruding  beyond  the  internal  urethral  orifice,  the  head  of  the 
pin  being  evident  at  the  external  meatus.  The  pin  was  easily 
withdrawn,  the  cystoscope  removed,  the  bladder  thoroughly 
irrigated,  and  an  ounce  of  a  two  per  cent,  solution  of  nargol  left 
in  the  bladder  for  the  purpose  of  overcoming  any  irritation  due 
to  the  instrumentation. 
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The  patient  made  an  uninterrupted  recovery  without  the 
slightest  bladder  irritation  following.  The  entire  instrumental 
procedure  was  carried  on  without  the  use  of  any  anesthesia 
other  than  two  tablets  of  Alypin,  each  one  and  one-eighth  grain, 
which  were  deposited  in  the  urethra. 

I  report  this  case  simply  to  show  the  ease  with  which  intra- 
vesical manipulation  may  be  carried  on  in  the  female  bladder. 
Intravesical  operating  may  be  performed,  both  in  the  male  and 
the  female  bladder,  and  for  a  number  of  pathological  conditions 
I  believe  that  intravesical  operating  will  eventually  take  the 
place  of  suprapubic  cystotomy. 

72  Madison  Street. 
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EPIDIDYMOTOMY   IN   GONORRHEAL  EPIDIDY- 


By  Louis  Gross,  M.  D.,  San  Francisco,  Cal. 
PIDIDYMITIS,  on  of  the  most  painful  complications 


of  gonorrhea,  has  numerous  methods  of  treatment,  all 


-* — *  aiming  toward  the  rapid  relief  of  pain  and  its  early 
eradication. 

Various  hot  and  cold  applications,  guaiacol  and  other  oint- 
ment mixtures,  saturated  solution  of  magnesium  sulphate,  strap- 
ping, Paquelin  cautery  and  galvanism  have  all  been  lauded  and 
each  has  its  own  earnest  advocates.  Then  epididymotomy  en- 
ters the  stage,  then  puncture,  followed  by  the  antigonoccus 
serum  of  Rogers  and  Torrey  and  lastly,  the  gonococcic  vaccine. 
I  personally  have  had  no  experience  with  the  antigonoccus 
serum,  whereas,  the  gonococcic  vaccine  has  been  valueless  in  the 
treatment  of  this  affection. 

To  the  operation  of  drainage  of  the  epididymis,  my  attention 
was  directed  by  an  article  of  Belfield  1  under  the  title  of  "  Pus 
Tubes  in  the  Male  and  their  Treatment,"  appearing  in  April, 
1905,  and  it  was  in  October  of  1905  that  Dr.  W.  S.  Johnson 
of  this  city  and  I  performed  this  operation  with  very  gratifying 

*  Read  before  the  San  Francisco  Branch  of  American  Urological 
Association,  April  28,  1909. 


MITIS  * 
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results.  In  January  of  1906,  our  colleague,  Dr.  Bazet  of  this 
city,  read  a  paper  before  the  Pacific  Coast  Branch  of  the  Ameri- 
can Urological  Association  on  "  Epididymitis  Based  on  Sixty- 
five  Cases,"  and  in  the  discussion  that  evening  I  took  exception 
to  its  application  in  all  cases,  and  my  ideas  since  that  time  have 
undergone  no  change. 

The  following  are  the  different  methods  of  procedure:  Bel- 
field1  follows  the  plan  of  opening  the  canal  of  the  vas  and  in- 
jecting the  proximal  duct  with  a  silver  compound. 

Bazet's  "  technique  is  the  following:  He  chooses  the  liga- 
mentum  scrotale  for  the  incision,  seizes  firmly  the  swollen  in- 
durated nodule  of  the  globus  minor  of  the  epididymis  in  the  left 
hand  and  an  incision  one  inch  long  is  made  downward  into  the 
cavity  of  the  epididymis.  He  then  exposes  the  nodules,  relieves 
the  tension  and  punctures  the  nodules  if  pus  is  present  and 
stitches  the  walls  of  the  epididymis  to  the  skin.  He  packs  the 
wound  with  gauze  impregnated  with  1  to  10  ichthyol  and 
glycerin  and  supports  the  organ. 

In  Hagner's  "  operation,  an  incision  is  made  6  to  10  cm.  in 
length  at  the  juncture  of  the  swollen  epididymis  and  testicle 
through  the  scrotum  down  to  the  tunica  vaginalis,  which  is 
opened  at  the  juncture  of  the  epididymis  and  testicle.  After 
the  serous  membrane  is  opened  all  the  fluid  is  vacuated.  The 
epididymis  is  then  examined  and  multiple\  punctures  made 
through  its  fibrous  covering,  especially  over  those  portions 
where  the  enlargement  and  thickening  is  greatest.  The  knife 
is  carried  deep  enough  to  penetrate  the  thickened  fibrous  cap- 
sule and  enter  the  infiltrated  connective  tissue.  If  pus  is  seen 
to  escape  from  any  of  the  punctures,  the  opening  is  enlarged 
and  a  small  probe  inserted  in  the  direction  from  which  the  pus 
flows,  and  with  a  fine-pointed  syringe,  the  cavity  is  washed  with 
a  1  to  1000  solution  of  corrosive  sublimate,  followed  by  normal 
salt  solution.  A  cigarette  drain  is  used.  A  continuous  catgut 
suture  closes  the  tunica  vaginalis  and  a  lockstitch  horsehair 
suture  the  scrotal  skin.  Moist  bichloride  of  mercury  dressings 
and  a  scrotal  support  to  the  testicle  complete  the  process. 

Dind  and  Metraux's  4  method  of  procedure  is  to  "  pull  the 
scrotum  over  the  pubes,  holding  the  lateral  surface  of  the 
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epididymis  between  the  thumb  and  index  finger  of  the  left  hand 
and-  incising  the  skin  thus  made  tense.  The  incision  is  started 
over  the  tail  of  the  organ  and  is  prolonged  according  to  indi- 
cations, differing  in  each  case,  rarely  extending  to  the  head. 
The  incision  made  layer  by  layer  finally  reaches  the  purulent 
focus,  which  is  wiped  out  with  gauze  or  scraped  with  a  dull 
curette." 

Having  tried  the  different  methods,  I  have  found  Bazet's  2 
technique  most  satisfactory.  An  incision  is  made  in  the  globus 
minor  sufficiently  to  penetrate  its  canal,  pass  a  probe  in  and  fol- 
low it  up  the  body  of  the  epididymis  for  an  inch  to  an  inch  and 
a  half  and  then  suture  the  walls  to  the  skin.  In  my  first  case  I 
opened  the  tunica  vaginalis  and  emptied  the  sac  as  there  was 
considerable  serum  present,  although  I  do  not  advocate  opening 
the  tunica  vaginalis  as  there  is  a  rapid  absorption  of  serum 
after  epididymotomy,  but,  should  it  be  necessary  to  open  the 
tunica  vaginalis,  I  prefer  a  second  incision.  In  my  last  case 
I  was  compelled  to  perform  the  operation  twice,  as  the  first 
incision  did  not  drain  sufficiently,  and  therefore,  I  advocate  a 
large  incision. 

In  this  series  of  ten  cases,  pus  was  present  in  four,  and  in 
three  gonococci  were  found,  these  results  conforming  to  those 
obtained  by  Baerman 5  in  the  pathological  study  of  twenty- 
eight  cases. 

The  results  in  these  ten  cases  are  very  gratifying  and  this 
operation  has  a  definite  basis  in  the  realm  of  genital  surgery. 

Should  this  operation  be  performed  in  all  cases  of  epididx- 
mitis? 

Bazet 2  operates  as  soon  as  the  disease  is  diagnosticated. 
Hagner  8  in  only  ten  per  cent.,  selecting  the  severest  cases  only. 
Kreissl 7  in  "  cases  of  rebellious  epididymitis  which  do  not  yield 
to  the  usual  methods  of  treatment,  or  which  are  subject  to  fre- 
quent recurrence."  Baerman  5  believes  it  is  indicated  in  all  cases 
of  acute  epididymitis  in  which  there  is  evidence  of  the  occur- 
rence of  suppuration,  or  much  tension  from  infiltration  of  the 
epididymis,  with  or  without  associated  hydrocele,  and  in  cases 
in  which  there  is  pain  from  intra-epididymal  tension. 

Experience  teaches  that  it  should  be  performed  in  severe 
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and  rebellious  cases;  where  there  are  recurrences;  where  the 
temperature  is  high;  where  there  is  high  leucocytosis,  and  in 
those  cases  that  do  not  readily  respond  to  medical  treatment. 
Be  conservative  and  select  your  cases. 

The  advantages  in  selected  cases  are  many:  The  pain 
is  relieved  almost  immediately  and  the  temperature  as  well  as 
the  leucocytosis  falls.  The  acute  process  is  arrested.  The  dura- 
tion of  the  attack  of  gonorrhea  is  shortened,  in  fact  my  experi- 
ence teaches  me  that  a  case  with  acute  posterior  gonorrhea  com- 
plicated with  epididymitis  runs  a  less  chronic  and  less  severe 
Course  than  one  with  acute  posterior  gonorrhea  with  threatening 
epididymitis,  where  the  epididymitis  is  aborted. 

The  results  in  these  cases  justify  the  following  conclusions: 

1.  Cases  should  be  selected. 

2.  It  is  a  procedure  to  be  followed  in  all  severe  cases,  also  those  treated 
by  medicinal  means  and  found  wanting,  where  there  is  a  high  leucocy- 
tosis, and  where  there  is  a  high  temperature. 

3.  It  is  not  necessary  in  all  cases. 

4.  It  is  a  rational  operation  and  free  from  danger. 

5.  It  relieves  the  suffering  abruptly. 

6.  It  is  unnecessary  to  open  the  tunica  vaginalis. 
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Profound  disturbances  of  the  proximal  ureteral  dilatation  as 
circulatory,  inflammatory  or  ulcerative  modifies  the  distal  uret- 
eral orifice  in  the  form  of  congestion,  edema,  eversion,  dilata- 
tion, ulceration.  In  other  words  the  circulation  of  the  ureter 
is  so  compactly  and  solidly  anastomosed  from  calyces  to  trigone 
that  what  affects  the  circulation  of  one  extremity  of  the  ureter 
will  correspondingly  affect  the  other.        Byron  Robinson. 
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HOW  TO  ABORT  ACUTE  GONORRHEA 
By  W.  L.  Champion,  M.  D.,  Atlanta,  Ga. 

THE  fact  that  in  the  average  text-book  there  is  so  little 
space  given  to  the  abortive  treatment  of  gonorrhea, 
and  that  in  a  few  it  is  not  mentioned  at  all  that  the 
disease  can  be  aborted  has  prompted  me  to  present  the  method 
I  have  used  for  the  past  few  years  which  I  have  found  safe, 
and,  when  employed  at  the  proper  time,  successful. 

It  is  indeed  strange,  that  with  our  increased  knowledge  of 
the  disease  and  the  improved  methods  of  treatment,  some  re- 
cent text-books  advise  no  local  treatment  until  the  acute  stage 
is  passed.  With  very  few  exceptions  the  cases  I  have  been 
called  upon  to  treat  where  internal  medication  alone  had  been 
used  presented  a  variety  of  complications  that  as  a  rule  could 
have  been  prevented  by  early  local  treatment. 

It  is  my  custom  to  tell  all  my  patients  with  a  specific  urethri- 
tis, that  should  they  be  so  unfortunate  as  to  contract  the  disease 
again  or  even  be  suspicious  of  the  disease  developing,  to  see 
their  physician  at  once,  as  the  disease  can  be  aborted  if  seen 
in  time. 

The  idea  of  delaying  local  treatment  when  so  violent  a  poison 
is  within  reach,  a  poison  that  spreads  so  rapidly,  appears  to 
me  absurd.  There  is  no  other  disease  or  infection  even  of  a 
less  violent  type,  in  which  we  would  advise  no  treatment  until 
the  active  stage  had  abated.  With  the  exception  of  the  cases 
with  such  complications  as  epididymitis  and  acute  prostatitis, 
when  active  local  treatment  is  contraindicated  for  a  time,  I 
always  commence  local  treatment  at  sight,  whether  I  attempt 
to  abort  the  disease  or  not.  Internal  medication  is  very  help- 
ful in  treating  gonorrhea,  but  with  the  method  of  aborting  the 
disease  which  will  follow,  it  has  no  place.  The  gonococcus 
sticks  so  closely  and  so  long  to  the  individual  it  attacks,  that  a 
gonorrhea  cured  in  two  or  three  weeks  might  be  considered 
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aborted;  but  the  cases  I  will  report,  were  cured  with  three  to 
six  applications;  in  other  words,  cured  in  from  three  to  six 
days,  but  kept  under  observation  without  treatment  for  two  or 
three  weeks  to  satisfy  myself  that  the  patients  were  really  well. 
None  of  the  cases  here  reported  are  relapsing  gonorrheas. 
About  one-third  were  first  attacks  and  the  other  two-thirds  had 
not  had  an  attack  within  twelve  or  thirty-six  months. 

Within  the  past  fifteen  months,  I  have  aborted  thirty-seven 
cases  of  gonorrhea  with  a  three  per  cent,  solution  of  nitrate 
of  silver.  All  of  these  cases  were  seen  in  three  to  six  days  after 
exposure,  or  before  the  gonococcus  had  involved  the  deeper 
structures.  It  is  useless  to  attempt  to  abort  the  disease  with  a 
silver  solution  if  there  is  a  purulent  discharge,  or  the  disease 
is  of  several  days'  or  weeks'  duration.  Only  a  small  percentage 
of  patients  report  for  treatment  to  the  physicians  as  soon  as  the 
disease  is  noticed,  but  the  genito-urinary  specialist  has  a  larger 
field  to  draw  from  and  the  thirty-seven  cases  here  reported  were 
successful  out  of  thirty-nine  cases  treated,  and  in  the  two 
failures  I  think  the  disease  was  of  longer  standing  than  stated 
by  the  patients.  I  do  not  rely  altogether  on  the  statement  made 
by  the  patient,  but  largely  on  what  I  see,  as  whether  to  use 
the  abortive  measures.  These  thirty-nine  were  selected  cases 
and  I  have  not  included  other  acute  and  chronic  cases,  treated 
during  this  period,  that  were  of  too  long  standing  to  use  abor- 
tive measures.  As  stated  the  thirty-nine  cases  here  reported 
gave  a  positive  history  of  an  exposure  under  six  days,  and  most 
of  them  within  four,  and  the  appearance  of  the  meatus  was 
evidence  of  just  beginning  gonorrhea.  In  every  case  a  smear 
was  obtained,  stained,  examined,  the  gonococcus  found  and  the 
silver  solution  applied  to  the  urethra  at  the  first  visit.  It  is 
important  to  examine  the  specimen  while  the  patient  is  in  the 
office  so  as  to  apply  the  solution  at  once  if  the  gonococcus  is 
present,  as  a  delay  of  twenty-four  hours  will  lessen  the  chances 
of  aborting  the  disease. 

When  a  patient  presents  himself  after  an  exposure  of  three 
or  four  days  with  his  meatus  a  little  red,  a  slight  burning  on 
urination,  a  muco (purulent  secretion,  and  the  microscope  shows 
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gonococci,  I  cleanse  the  penis  thoroughly  with  a  one  to  one- 
thousand  solution  of  bichloride  of  mercury  and  then,  compress- 
ing the  urethra  about  three  inches  from  the  meatus  with  thumb 
and  forefinger  of  left  hand,  inject,  with  a  cone-pointed  penis 
syringe,  a  three  per  cent,  solution  of  silver  nitrate,  not  allowing 
it  to  pass  deeper  than  three  inches,  or  where  the  left  hand  com- 
presses the  urethra;  or,  in  other  words,  I  cleanse  the  first  two 
or  three  inches  of  the  urethra  with  a  three  per  cent,  solution 
of  silver.  The  solution  produces  a  severe  burning  sensation 
which  I  relieve  in  three  or  four  minutes  by  injecting  a  one  per 
cent,  solution  of  cocaine,  which  stops  the  pain  immediately. 
Occasionally  the  pain  will  return  in  two  or  three  minutes  and 
it  is  necessary  to  make  a  second  injection  of  cocaine  which 
will  give  permanent  relief.  On  the  second  day  the  same  treat- 
ment is  given;  on  the  third,  a  two  per  cent,  solution  of  silver 
is  used  in  the  same  manner;  on  the  fourth,  a  one  per  cent,  solu- 
tion. Ordinarily  the  four  applications  are  sufficient  to  abort 
the  disease,  but  if  the  urine  shows  shreds  or  pus  I  inject  one 
half  per  cent,  solution  of  silver  on  the  fifth  and  sixth  days. 
I  then  have  the  patient  report  at  the  office  once  a  day  for 
several  days  and  note  if  the  urine  is  clear.  If  so,  no  other 
treatment  is  used.  During  the  treatment  I  get  three  or  four 
smears  and  examine  for  the  gonococcus.  A  few  hours  after 
the  silver  solution  is  used  there  is  a  profuse  discharge  but  the 
next  morning  none  will  be  seen  and  the  patient  exclaims  he  is 
well,  and  judging  from  the  appearance  of  the  meatus  and  a 
specimen  of  the  urine  in  a  clean  glass,  it  looks  as  if  the  first  in- 
jection had  perfected  a  cure,  and  I  think  frequently  it  does, 
but  I  consider  it  safer  to  use  the  second,  third  and  fourth  in- 
jections. In  treating  cases  as  described  I  do  not  give  the  pa- 
tients any  drug  internally,  or  injection  to  use,  but  have  them 
report  at  the  office  and  use  the  silver  solution  once  a  day. 

In  using  the  solutions  as  outlined,  there  is  no  harm  done  to 
the  urethral  mucous  membrane.  I  have  examined  with  the 
bulbous  bogie  and  urethrometer  the  urethras  of  a  large  number 
of  patients  so  treated,  and  there  is  no  stricture  produced.  The 
urethroscope  will  show  a  normal  mucous  membrane. 
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THE  TREATMENT  OF  HEREDITARY  SYPHILIS 


MR.  Lacapere,  of  Paris  (Annates  des  Maladies  Vener- 
iennes,  June,  1908),  publishes  a  very  complete  mem- 
oir on  this  subject,  from  which  we  abstract  the  chief 
features.  The  author  begins  by  speaking  of  the  uncertainty 
of  the  dosage  of  mercurial  preparations  in  infants.  Most  of 
the  liquid  preparations  are  dosed  usually  in  drops,  which  is  a 
very  vague  way  of  proceeding,  the  size  of  a  drop  varying  greatly. 
Thus  a  solution  of  mercuric  chloride  in  water  gave  anywhere 
from  15  to  21  drops  to  the  cubic  cm.,  with  a  capillary  dropper, 
while  by  dropping  from  the  bottle,  there  were  only  7  to  10 
drops  to  the  cubic  cm.  Another  point  of  importance  is  the 
necessity  of  knowing  the  maximum  dose  which  can  be  given 
in  case  of  emergency  without  producing  any  symptoms  of 
poisoning.  It  is  also  desirable  to  know  how  long  a  case  of 
hereditary  syphilis  should  be  treated.  The  purpose  of  the 
article  is  to  present  the  rules  for  the  treatment  of  hereditary 
syphilis  with  a  view  towards  a  practical  application  of  the 
latest  methods  by  the  practitioner. 

To  begin  with,  there  are  certain  hygienic  rules  which  must  be 
enforced.  A  child  with  hereditary  syphilis  should  always  be 
nursed  by  its  mother.  Theoretically,  the  child  might  be  nursed 
by  a  syphilitic  wetnurse,  but  it  is  difficult  to  find  a  wetnurse  who 
is  undoubtedly  syphilitic.  If  the  mother's  milk  is  not  sufficient, 
modified  milk  may  be  added  to  the  breast  milk,  but  gre^t  care 
must  be  taken  to  avoid  overfeeding.  In  giving  mercury,  it  is 
important  to  preserve  the  integrity  of  the  intestine.  The  child 
should  be  weighed  regularly,  and  if  it  loses  weight,  injections 
of  serum  or  of  salt  solution  should  be  given.  The  state  of  the 
kidneys  and  the  liver  should  be  watched  to  assure  the  elimi- 
nation of  mercury.  Extreme  cleanliness  should  be  observed 
outside  and  inside  the  body,  for  it  is  often  simply  an  irritation 
due  to  uncleanliness  that  gives  rise  to  localized  syphilitic  lesions. 

Mercury  may  be  given  in  one  of  three  ways:  By  mouth,  by 
inunctions,  and  by  injections.    A  useful  method  of  giving  it 
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by  mouth  is  in  the  form  of  the  mercuric  chloride  in  what  is 
known  as  Van  Swieten's  solution : 

5  Mercuric  chloride    i  gram. 

Alcohol    100  grams. 

Water    900  grams. 

This  solution,  however,  is  objectionable  in  children  on  ac- 
count of  the  small  amount  of  alcohol  which  it  contains,  and 
for  this  reason  the  following  is  better: 

5  Mercuric  chloride    1  gram. 

Sodium  chloride,  of  each. 

Water    1000  grams. 

Instead  of  giving  this  solution  in  drops,  it  is  much  better  to 
dilute  it  in  five  parts  of  distilled  water.  Thus  40  grams  of 
the  above  solution  should  be  mixed  with  160  grams  of  distilled 
water,  or  the  following  formula  may  be  prescribed : 

5  Mercuric  chloride    5  centigrams. 

Sodium  chloride,  of  each. 

Distilled   water    250  c.c. 

Five  grams  of  the  above  solution  contain  one  milligram  of 
corrosive  sublimate.  It  should  be  administered  by  the  tea- 
spoonful,  preferably  in  a  medicine  glass  with  accurate  grad- 
uations. 

Children  take  it  in  a  mixture  with  a  tablespoonful  of  milk, 
which  may  be  taken  from  the  breast  by  means  of  a  pump,  if 
necessary.  If  the  child  is  very  young  and  is  inclined  to  vomit, 
still  smaller  doses  may  be  given  by  dividing  a  teaspoonful  of 
this  solution  into  several  fractions. 

When  larger  doses,  of  mercury  are  necessary,  the  solution 
of  mercuric  chloride,  containing  one  part  to  a  thousand  should 
be  diluted  50%,  the  resulting  dilution  containing  %\  milligrams 
of  corrosive  sublimate  per  teaspoonful.  When  it  is  necessary 
to  prescribe  doses  of  1  centigram  daily  or  more,  the  mercury 
may  be  given  in  pills.  For  this  purpose,  half  the  strength  of 
Dupytren's  pills,  the  formula  of  which  was  modified  by  Gau- 
cher, may  be  given  as  follows: 

5  Mercuric  chloride, 

Extract  of  opium,  o  feach  1  centigram. 
Glycerin. 

Medicinal  soap,  of  each,  10  centigrams. 

Mix  and  make  one  soft  pill.  If  the  pills  become  hard,  they 
should  be  softened  by  moistening  with  glycerin. 

Instead  of  the  bichloride,  the  neutral  mercuric  lactate  may 
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be  given,  which,  when  properly  prepared,  has  a  less  disagree- 
able taste  than  the  bichloride.  It  is  used  in  the  same  doses 
and  solutions  as  the  latter. 

Mercurial  inunctions  are  very  efficient  if  properly  performed. 
In  young  children  they  should  be  employed  with  a  diluted 
mercurial  ointment,  consisting  of  20  grams  of  the  50%  mer- 
cury ointment  and  60  grams  of  benzoinated  lard.  Inunctions 
should  be  given  by  an  experienced  nurse,  friction  being  kept  up 
for  15  minutes.  The  inner  surface  of  the  elbow,  the  thighs, 
the  groins  and  the  popliteal  spaces  should  be  used  alternately 
every  evening,  and  the  excess  of  ointment  washed  away  with 
warm  soap  suds  in  the  morning. 

The  method  of  injection,  subcutaneous  or  intravenous,  is 
exceptionally  used  in  infants  and  young  children,  but  is  valu- 
able in  very  severe  cases.  The  soluble  preparation  only  should 
be  used  in  subcutaneous  injections.  The  two  preparations 
useful  for  this  purpose  are  the  benzoate  and  biniodide  of  mer- 
cury. The  benzoate  is  prepared  for  injections  by  dissolving 
one  gram  or  chemically  pure  and  washed  mercuric  benzoate  in 
100  c.c.  of  isotonic  salt  solution  or  artificial  serum.  In  very 
young  children,  this  solution  is  diluted,  one  part  in  four  of 
isotonic  salt  solution,  and  of  this,  \  c.c.  contains  1  milligram 
of  mercuric  benzoate. 

The  biniodide  solution  for  injection  is  prepared  by  dissolving 
1  gram  of  pure  mercuric  biniodide  and  1  gram  of  pure  sodium 
iodide  in  100  grams  of  distilled  water.  This  solution  is  diluted 
in  the  same  manner  when  treating  very  young  children. 

The  injections  are  made  as  in  adults  with  a  sterilized  syringe, 
provided  with  a  needle  that  has  been  passed  through  the  flame. 
The  region  selected  is  the  same  as  in  adults,  the  upper  part  of 
the  buttocks,  avoiding  the  sciatic  nerve.  A  short  and  fine  needle 
should  be  used,  puncturing  alternately  the  right  and  the  left 
buttock,  and  plunging  the  needle  vertically,  after  slightly  rais- 
ing a  fold  of  skin. 

The  intravenous  injections  are  very  rarely  used  in  hereditary 
syphilis.  They  are  applicable  only  in  older  children,  and  in 
cases  of  extremely  virulent  character  (cerebral  syphilis),  in 
which  the  only  chance  for  recovery  lies  in  a  rapid  saturation  of 
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the  system  with  mercury.  For  this  purpose,  a  solution  of  mer- 
curic cyanide,  1%  in  strength,  is  injected  into  one  of  the  veins 
at  the  elbow. 

Potassium  iodide  should  be  used  in  conjunction  with  mer- 
cury whenever  hereditary  syphilis  is  manifested  by  the  form- 
ation of  papules,  gummas  or  other  indurated  deposits,  which 
we  wish  to  absorb.  Potassium  iodide  should  be  avoided  in 
all  cases  in  which  hemorrhages  are  feared,  inasmuch  as  this 
drug  is  a  vaso-dilator.  It  should  also  be  suppressed  when  it 
produces  symptoms  of  poisoning,  such  as  coryza,  edema  of  the 
face,  cough  and  iodide  eruptions.  At  times  it  may  be  replaced 
by  one  of  its  substitutes. 

Having  thus  outlined  the  remedies  to  be  used  and  the 
methods  of  using  them,  the  next  question  is  what  doses  shall  be 
employed.  The  elimination  of  mercury  is  more  rapid  in 
children  than  in  adults.  Stomatitis  rarely  occurs  and  salivation 
is  rare  if  the  kidneys  and  bowels  work  properly.  For  this  rea- 
son, relatively  large  doses  of  mercury  can  be  employed  in  chil- 
dren. It  is  customary  to  give  a  child  as  a  minimal  dose  \  mili- 
gram  of  sublimate  per  kilo  and  per  day.  Thus  a  child  in  the 
first  days  of  life,  weighing  3  kilos,  can  take  10  drops  of  Van 
Swidten's  solution  three  times  daily.  This  amount  represents 
a  daily  dose  of  1^  milligrams  of  sublimate.  As  drops  vary  in 
size,  it  is  best  to  give  a  dilute  solution  which  the  author  pre- 
pares by  adding  40  grams  of  a  1  :iooo  solution  of  sublimate  to 
160  grams  of  water.  Half  a  teaspoonful  of  this  solution  is 
given  three  times  daily  to  a  baby  weighing  three  kilos.  This 
is  the  minimal  dose,  which  is  useful  in  the  treatment  of  heredi- 
tary syphilis.  If  the  mouth  is  in  good  condition  and  the  kidneys 
and  bowels  work  well,  this  dose  may  be  raised  from  \  milli- 
gram to  a  milligram  of  sublimate,  per  kilo  and  per  day.  In 
other  words,  when  the  symptoms  are  intense,  a  baby  weighing 
3  kilos  can  receive  a  full  teaspoonful  3  times  daily  of  the  dilute 
solution,  or  3  milligrams  per  day.  This  is  the  maximal  dose, 
which  should  be  used  only  in  cases  of  Emergency,  and  should 
gradually  be  reduced  as  the  child  gets  older.  After  two  years, 
the  maximal  dose  should  be  diminished  to  §  of  a  milligram  of 
sublimate,  per  day  and  per  kilo.  This  proportional  dose  should 
be1  diminished  as  the  child  increases  in  weight. 
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AGE    OF  CHILD 


WEIGHT 


DAILY  MINI- 


DAILY  MINI- 


MUM DOSE 


MUM  DOSE 


Birth 

1  month 

2  months 


4.00 

4-  50 

5-  25 
6.00 
6.50 
7.00 
8.00 
8.60 
925 


3.00  kilos 


1.5  milligr. 

2.00 
2.00 


4.00 

4-  50 

5-  oo 
5-50 
6.00 
6.50 
6.50 
7.00 
7-50 
8.00 
8.50 
9.00 

10.00 
12.00 
14.00 
15.00 
20.00 


3.00  mgr. 


3 
4 
5 
6 
8 


2.50 
3.00 
3.00 

3-50 
4.00 
4.00 
450 
5.00 
5-50 
6.00 
6.50 
7.00 
8.00 
10.00 
15.00 


10 
12 


18 

2  years 


10.00 
1 1. 00 
12.00 
13-50 
1475 
18.00 
24.00 
42.00 


3 
4 
5 
7 
10 


Of  course,  if  a  child  weighs  less  than  normally  at  his  age, 
the  dose  should  be  regulated  according  to  weight.  The  larger 
doses  should  always  be  given  cautiously  and  should  be  sup- 
pressed at  the  first  sign  of  intolerance  in  the  form  of  either 
digestive  or  renal  symptoms.  The  mercury  should  be  given 
daily  for  a  variable  length  of  time.  When  there  are  symptoms 
to  be  treated,  the  medication  can  be  continued  for  two  months 
or  longer.  Otherwise,  a  rest  should  be  given  every  two  or 
three  weeks  so  as  to  facilitate  the  elimination  of  the  mercury. 

The  dose  for  inunctions  should  be  2  grams  of  dilute  oint- 
ment in  children,  and  grams  in  the  newly-born.  Practically 
an  amount  of  ointment  of  the  size  of  a  large  pea  should  be 
used  in  children  and  half  of  that  amount  in  the  newly-born. 
The  inunctions  should  be  given  daily  for  a  week  followed  by 
an  interruption  lasting  a  week.  If  the  symptoms  are  intense, 
the  inunctions  are  continued  for  three  weeks  with  a  rest  of  8 
days  between  each  course. 

The  dose  of  the  benzoate  for  injections  is  half  a  milligram 
per  kilo  of  weight.  The  dose  of  the  biniodide  is  §  of  a  milli- 
gram per  kilo  daily.  In  other  words,  in  newly-born  children, 
weighing  three  kilos,  we  inject  daily  1?  milligrams  of  the  ben- 
zoate, or  f  of  a  cc.  of  a  solution  containing  10  centigrams  of  the 
benzoate  to  50  grams  of  isotonic  salt  solution.  The  injections 
may  be  given  daily  for  20  to  25  days,  and  the  course  may  be 


TREATMENT  OF  HEREDITARY  SYPHILIS  235 


repe'ated  after  10  days  of  rest,  if  necessary.  When  the  symp- 
toms are  very  severe,  the  doses  may  be  increased  cautiously,  as 
high  as  2  or  3  milligrams  of  the  benzoate  being  given  to  a 
newly-born  child.  The  intravenous  injections  of  the  cyanide 
are  given  in  doses  not  exceeding  \  milligram  per  kilo  every 
other  day.  They  are  rarely  employed  save  in  older  children, 
and  from  10  to  15  inections  may  be  given  as  the  case  demands. 

The  usual  doses  of  potassium  iodide  are  on  the  average  2 
centigrams  per  kilo  for  15  or  20  days  during  the  month.  These 
doses  may  be  doubled  or  tripled  when  the  symptoms  are  intense. 

How  long  should  the  treatment  last?  The  usual  period  of 
treatment  in  acquired  syphilis  is  four  years,  and,  therefore,  a 
treatment  lasting  four  years  is  to  be  regarded  as  practically 
efficient  in  cases  of  hereditary  syphilis.  There  are  two  type's 
of  hereditary  syphilis,  one  beginning  with  secondary  symptoms, 
the  other  characterized  by  tertiary  symptoms  from  the  start. 
In  the'  first  type,  vigorous  treatment  should  be  given  during  the 
persistence  of  the  secondaries,  usually  for  two  months,  after 
which  small  doses  of  mercury  should  be  given  for  three  months 
with  a  week's  rest  every  month.  During  the  second  half  year, 
treatment  should  be  given  for  fifteen  days  each  month,  if  there 
are  no  further  symptoms.  During  the  second  ye'ar  mercury 
should  be  given  for  ten  days  each  month,  if  there  are  no  symp- 
toms, and  for  fifteen  days  each  month  if  there  are  symptoms. 
During  the  third  year,  treatment  should  be  given  for  fifteen 
days,  at  intervals  of  six  weeks.  In  the  fourth  year,  treatment 
should  be  given  for  fifteen  days,  four  times  during  the  year. 
In  subsequent  years,  treatment  should  be  administered  fifteen 
days  at  a  time,  twice  a  year,  for  five  or  six  years. 

In  the  cases  characterized  by  tertiary  lesions,  mixed  treat- 
ment is  given  at  first  vigorously  for  two  months,  then  with  mer- 
cury alone  in  smaller  doses,  with  a  rest  of  one  month  after  the 
disappearance  of  the  symptoms.  Then  mercurial  treatment 
should  be  given  for  fifteen  days  each  month  until  the  end  of 
the  year,  with  small  doses  of  iodides,  if  necessary.  During 
the  second  year,  one  gives  periods  of  mercurial  treatment  of 
fifteen  days,  separated  by  rest  for  six  weeks;  during  the  third 
year,  periods  of  fifteen  days,  separated  by  rest  for  three 
months.  During  subsequent  years,  two  periods  of  treatment 
of  fifteen  days  e'ach  should  be  applied. 
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THE  BIOCHEMICAL  AND  TOXIC  CHARACTERS 
OF  THE  BACTERIUM  COLI  IN  RELATION 
TO  COLI-BACILLURIA. 

There  can  be  little  doubt  that  the  reason  why,  from  a 
clinical  point  of  view,  coli-bacilluria  has  failed  to  attract  its 
proper  measure  of  attention,  is  that  a  urine  which  fails  to  give 
a  reaction  for  proteid  or  sugar,  is  of  normal  specific  gravity, 
and  is  acid,  is  usually  normal,  any  increased  turbidity  being  only 
too  frequently  ascribed  to  a  physiological  increase  of  mucus 
derived  from  the  disintegration  of  the  lining  of  the  urinary 
passages.  So  strong  a  hold  on  the  professional  mind  has  the 
idea  that  certain  organisms,  such  as  the  Micrococcus  ureas  and 
even  the  Staphylococcus  pyogenes  and  others,  produce  an  am- 
moniacal  decomposition  of  the  urine,  that  it  has  been  too 
readily  accepted  that  the  coli-bacillus,  if  present  in  the  urine, 
would  also  cause  ammonia  to  be  formed  and  lead  to  an  alkaline 
reaction.  In  view  of  the  contradictory  opinions  as  to  nature 
of  the  changes  brought  about  when  the  coli-bacillus  is  sown  in 
sterile  urine  or  in  solutions  of  urea,  such  a  view  has  some  excuse. 

The  normal  urine  is  usually  considered  to  be  free  from  sugar 
and  from  the  hydrolytic  products  of  proteid  digestion;  occas- 
ionally peptone  and  lactose  may  occur  under  apparently 
physiological  conditions,  but  not  with  a  constancy  which 
would  require  that  such  bodies  should  be  considered  as  capable 
of  providing  means  for  the  known  activity  of  coli-bacilli  when 
grown  upon  media  containing  sugars  or  proteid  derivatives. 
It  is  thoroughly  well  established  that  the  coli-bacillus  is  capable 
of  growing  in  media  containing  grape  sugar  or  peptone,  both 
in  aerobic  and  anaerobic  conditions,  and  that  generally  speak- 
ing, when  grown  on  media  containing  grape  sugar  various 
acids  and  gases  are  forme'd,  and  when  grown  on  media  contain- 
ing peptone  ammonia  is  formed.  But  these  bodies  do  not 
occur  in  normal  urine,  so  that,  when  coli-bacillus  gains  access 
to  the  urine,  there  is  no  reason  to  believe  that  the  reaction 
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should  be  altered  either  in  the  direction  of  increased  or  de- 
creased acidity  or  alkalinity;  coli-cystitis,  as  shown  by  Esche- 
rich,  is  characterized  as  an  acid  cystitis. 

Repeated  experimental  observations  have  been  made,  all  of 
which  show  that  the  coli-bacillus  when  grown  in  sterile  urine  or 
urea  solution  does  not  give  rise  to  the  formation  of  ammonia 
or  carbonic  acid  by  the  destruction  of  the  urea,  or  only  to  a 
very  slight  extent,  either  because  such  a  medium  is  unsuited 
for  growth  of  the  organism,  or  because  the  organism  has  lost 
the  power  of  cleaving  amidobodies. 

Although  the  majority  of  observers  support  this  view,  the 
opposite  is  held  by  some  workers,  and  one  of  the  tests  by  which 
the  coli-bacillus  is  separated  from  the  typhoid  bacillus  turns 
on  the  observation  that  the  former  organism,  when  grown  on 
a  medium  consisting  of  agar,  lactose  and  urea,  first  develops 
an  acid  and  then  an  ammoniacal  reaction.  That  this  cannot 
be  due,  however,  to  a  conversion  by  the  coli-bacillus  of  urea 
into  ammonia  is  shown  by  Escherich,  who,  although  able  to 
shown  an  increase  of  ammonia  when  the  coli-bacillus  is  grown 
in  a  medium  containing  urea,  was  unable  to  demonstrate  a 
decrease  of  the  urea,  possibly  by  ammonia  formation  under 
these  circumstances  being  due  to  ithe  intra-cellular  enzyme 
action  of  the  bacilli  upon  the  nitrogenous  constituents  of  the 
bacillary  body.  Despite  the  want  of  agreement  of  the  various 
experimental  observations,  the  clinical  fact  remains  that  the 
urine  in  coli-bacilluria  does  not  become  alkaline;  it  remains 
acid.  Another  point  upon  which  attention  must  be  directed  is 
that  the  urine  of  patients  suffering  from  coli-bacilluria  may  have 
an  offensive  smell  quite  different  from  that  of  normal  urine,  and 
sufficiently  unpleasant  to  even  attract  the  patient's  attention. 
Normal  urine  does  not  contain  any  native  proteids,  so  that  the 
coli-bacilli  cannot  form  offensive  substances  from  them,  and 
it  is  a  fact  that  even  were  they  present  the  coli-bacilli  would  be 
quite  incapable  of  leading  to  the  decomposition  of  such  bodies, 
as  they  are  non-proteolytic.  Should,  however,  any  proteid 
derivatives  or  albuminoid  substances  occur  in  the  urine,  then 
the  coli-bacillus  is  capable  of  leading  to  their  further  dis- 
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integration,  and  possibly  they  could  give  rise  to  various  odorous 
substances. 

It  is  known  that  abscesses  containing  pure  cultures  of  the 
coli-bacillus  yield  offensive  gases  which  suggest  the  presence 
of  methyl-mercaptan,  and,  moreover,  the  coli-bacillus  can  form 
from  pure  sugar-free  media,  such  as  gelatin,  agar-peptone 
broth,  another  offensive  gas,  namely,  sulphuretted  hydrogen. 
It  is,  therefore,  possible,  especially  under  'the  pathological 
condition  evidenced  in  the  urinary  tract  by  the  presence  of  the 
coli-bacillus,  that  the  characteristically  offensive  odor  of  coli- 
bacilluria  occasionally  met  with  is  due  to  admixture  of  the 
ordinary  urinary  odor  with  methyl-mercaptan  and  sulphuretted 
hydrogen;  ammonia,  however,  plays  no  contributory  part.  Pos- 
sibily  one  of  the  great  reasons  why  the  coli-bacillus  occurring  in 
the  urine  has  not  attracted  the  attention  of  clinicians  as  a 
possible  source  of  various  symptoms,  is  the  fact  that  bacter- 
iologists are  not  in  agreement,  that  it  is  capable  of  producing 
toxic  substances  when  grown  on  suitable  media,  i.  e.  that  there 
are  no  exotoxins.  Celli  and  Allessandri  allege  that  a  variety 
of  coli-bacillus  recovered  from  some  dysenteric  evacuations, 
when  grown  on  bouillon,  produced  toxic  substances  which, 
when  precipitated  by  alcohol,  yielded  a  toxin  which  when  in- 
jected into  carnivora  produced  dysentery,  wasting,  and  fever. 
Escherich  was,  however,  unable  to  confirm  these  findings. 
Even  were  such  toxins  capable  of  being  formed  within  the 
human  bladder  infected  with  the  coli-bacillus,  it  is  probable 
that  the  normal  evacution  of  urine  would  prevent  the  absorp- 
tion of  such  toxins  so  long  as  the  bladder  wall  remained  healthy. 
As  is  known,  the  existence  of  a  damaged  bladder  wall  or  of  a 
real  or  virtual  obstruction  to  the  escape  of  urine  would  render 
such  absorption  more  possible.  Greater  unanimity  of  opinion 
is,  however,  met  with  as  to  the  existence  of  endotoxins.  These 
bodies  actually  exist,  but  though  on  absorption  or  introduction 
into  the  system  they  provoke  the  formation  of  bactericidal, 
agglutinating,  and  precipitating  anti-bodies,  so  far  it  does  not 
appear  that  anti-toxins  are  formed.  When  once  the  coli- 
bacillus disintegrates  then  endotoxins  may  be  liberated.  Buch- 
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ner  found  that  pyogenic  material  could  be  obtained  from  coli- 
cultures  which  had  been  killed  by  heat.  And  Escherich  and 
Pfaundler  quote  the  observations  of  Gilbert,  who  found  that 
the  intra-cellular  metabolites  of  the  coli-bacillus  when  introduced 
into  the  circulation  are  capable  of  producing  paralysis  of 
voluntary  muscles,  loss  of  sensibility,  coma,  convulsions,  in- 
crease of  reflexes  and  even  death.  Asch  has  also  shown  that 
the  death  may  be  rapid,  occurring  in  a  few  hours  or  days,  and 
that  even  chronic  nephritis  may  be  set  up.  It  is  thus  clear  that 
experimental  evidence  has  shown  that  endotoxins  may  be  pro- 
duced when  the  coli-bacillus  undergoes  an  artificial  disinte- 
gration. 

It  is  frequently  seen  on  the  examination  of  the  urine  in  coli- 
bacilluria  that  there  is  an  admixture  of  motile  bacilli  with  de- 
generated and  non-motile  individuals,  and  it  may  well  be 
believed  that  the  latter  are  yielding  to  the  urine  definite  toxic 
products,  ready  to  be  absorbed  into  the  system  whenever,  by 
reason  of  defective  evacuation,  the  urine- is  allowed  to  be  re- 
tained for  a  considerable  time  in  the  bladder. 
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Decapsulation  of  the  Kidney  in  Eclampsia  :  Reiffer- 
SCHEID  (Zeitsclirift  fiter  Gynaek.  Urologie,  1909,  No.  1),  re- 
ports two  cases  of  eclampsia  which  he  observed  in  the  clinic  at 
Bonn  and  in  which  the  operation  of  Edebohls  was  performed. 
Edebohls  was  the  first  to  recommend  decapsulation  in  puerperal 
eclampsia.  This  author  concluded  that  premature  delivery  was 
no  longer  necessarily  to  be  looked  upon  as  the  last  resort,  but 
that  eclampsia  could  be  treated  by  decapsulation  without  empty- 
ing the  uterus.  The  indications  for  his  operation  were  stated 
to  be  renal  insufficiency  and  threatening  uremia.  In  Germany, 
independently  of  Edebohls,  Sippel,  in  1904,  found  at  autopsy 
in  an  eclamptic  woman  that  there  was  a  marked  swelling  and 
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tension  of  the  kidney,  and  recommended  that  the  renal  capsules 
should  be  split  in  those  cases  in  which  the  renal  function  docs 
not  return  in  spite  of  the  fact  that  the  uterus  has  been  emptied. 
Since  then  a  number  of  cases  of  eclampsia  have  been  treated 
by  decapsulation,  but  it  was  not  always  found  that  the  kidney 
was  in  a  state  of  increased  tension.  On  the  contrary,  sometimes 
it  appeared  flabby  and  soft.  Sippel  believes  that  decapsulation 
might  be  employed  even  in  these  cases,  because  there  is  in  such 
instances  a  renal  toxemia  which  produces  an  edema  of  the  renal 
tissues,  whereby  the  capillaries  of  the  organ  are  compressed 
and  the  renal  function  interfered  with.  Edebohls'  operation 
has  been  practised  in  Germany  by  Polano,  Gauss  and  others. 
There  are  altogether  28  cases  in  literature  of  eclampsia  treated 
by  decortication. 

In  the  first  case  reported  by  the  present  author,  the  patient, 
a  woman  aged  44,  multipara,  was  admitted  in  a  state  of  coma, 
and  with  a  history  of  five  attacks  of  convulsions.  Labor  had 
begun  some  hours  previously.  As  the  presentation  was  extreme 
occiput  posterior,  version  was  performed  under  anesthesia,  and 
the  child  was  extracted  after  a  careful  dilatation  of  the  cervix. 
Six  severe  eclamptic  attacks  occurred  during  the  night  after  the 
delivery.  Owing  to  the  bad  general  condition  of  the  patient 
and  the  continuous  attacks  of  convulsions,  it  was  decided  to 
decapsulate  the  kidneys.  Accordingly,  this  operation  was  per- 
formed by  Prof.  Fritsch.  The  right  kidney  was  dark  bluish- 
red  and  the  capsule  was  tense.  On  the  left  side,  the  kidney  was 
mottled  and  the  capsule  less  tense.  After  the  operation  the 
amount  of  urine  increased  markedly,  but  on  the  third  and  fourth 
days  the  patient  was  very  restless  and  had  a  maniacal  attack 
so  that  morphine  and  scopolamini  had  to  be  administered.  In 
spite  of  this,  restlessness  continued  and  the  patient  died  on  the 
fourth  day.  No  signs  of  sepsis  or  peritonitis  were  found  at 
autopsy. 

The  second  patient  was  a  woman  33  years  old,  multipara, 
who  was  admitted  in  a  state  of  coma,  after  three  attacks  of 
eclampsia.  The  cervix  was  closed,  the  child  living,  but  the 
fetal   heart  was  slower  than  normal.    Immediate  delivery 
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by  means  of  vaginal  Cesarean  section  was  decided  upon.  The 
child  was  delivered  alive,  and  after  the  placenta  had  been 
expressed,  the  cervical  and  vaginal  incisions  were  carefully 
sutured.  On  the  day  following  there  was  general  improvement, 
but  the  urine  remained  dark  and  bloody.  Decapsulation  of  the 
kidney  was  therefore  undertaken.  The  right  kidney  was 
large,  dark  bluish-red,  without  any  increased  tension  of  the  cap- 
sule. On  the  left  side,  the  kidney  was  somewhat  smaller.  Af- 
ter the  operation,  the  patient  regained  consciousness,  but  in 
spite  of  diuretics  the  amount  of  urine  could  not  be  increased 
over  160  cc.   The  patient  died  on  the  third  day  after  operation. 

In  the  first  case,  the  excitement  was  referable  to  a  severe 
iodoform  intoxication  due  to  the  use  of  iodoform  gauze  as 
drainage.  Possibly,  the  result  would  have  been  favorable  if 
this  avoidable  complication  had  not  arisen.  In  the  second  case, 
the  operation  was  unsuccessful  in  all  respects.  In  the  first  case 
there  had  been  a  marked  improvement  in  the  urinary  excre- 
tion for  a  time. 

While  the  author  does  not  pretend  to  utter  the  last  word  on 
the  subject  of  the  operation,  he  rejects  absolutely  the  suggestion 
of  Edebohls  that  decapsulation  should  be  performed  during 
pregnancy  without  emptying  the  uterus.  The  author  believes 
that  it  is  far  more  correct  to  decapsulate  after  the  uterus  has 
been  emptied  and  after  the  renal  function  has  been  found  to 
be  inadequate  post  partum.  The  operation  is  simple  and 
should  take  only  ten  or  fifteen  minutes  on  each  side.  Iodoform 
gauze  should  never  be  used  as  a  drain  in  these  cases. 

The  Treatment  of  Chronic  Cysto-Pyelitis :  Max 
Henkel  (Zeitschrift  fur  Gynaek.  Urologie,  Vol.  1,  No.  1,  says 
that  cystitis  and  its  sequelae  are  of  great  importance  in  puerperal 
women  as  well  as  complications  of  inflammatory  gynecological 
conditions.  It  is  not  always  easy  to  decide  whether  a  cystitis 
is  present  or  also  a  pyelitis.  Indeed,  it  is  difficult  to  determine 
the  boundary  between  cystitis  and  urethritis.  Inflammation 
in  the  posterior  portion  of  the  urethra  easily  spreads  to  the 
bladder.  The  urine  may  be  perfectly  clear  and  normal  in  re- 
action, yet  there  may  be  a  cystitis  combined  with  pyelitis. 
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The  diagnosis  is  frequently  impossible  without  the  cystoscope, 
and  the  ureteral  catheter,  or  without  a  bacteriological  examina- 
tion of  the  urine.  While  the  cystitis  is  usually  the  primary  con- 
dition and  the  pyelitis  secondary,  yet,  local  treatment  of  the 
bladder  in  the  presence  of  both  affections  will  not  cure,  and 
we  must  also  treat  the  renal  pelvis  locally.  In  acute  cystitis, 
rest  in  bed,  diuretics  and  the  administration  of  salol  usually 
effect  a  cure  in  a  short  time.  On  the  other  hand,  chronic 
cystitis  is  often  extremely  difficult  to  cure.  When  a  case  occurs 
in  which  the  cystitis  does  not  yield  to  treatment,  we  should  sus- 
pect pyelitis  and  determine  its  presence  with  the  cystoscope. 
There  are  also  cases  of  chronic  cystitis  in  which  all  medication 
seems  to  fail.  Internally,  urotropin  or  helmitol,  is  to  be 
recommended  when  the  urine  is  markedly  purulent  and  alkaline. 
In  such  cases  irrigations  of  the  bladder  with  i  :500c)  mercury 
oxyxyanide  are  to  be  recommended.  In  very  stubborn  cases, 
especially  in  those  with  proteus  and  pyocyaneus  infections,  all 
efforts  fail  to  cure  a  rebellious  cystitis. 

Induced  by  the  researches  of  Geiser  and  Muller,  communi- 
cated to  the  recent  Surgical  Congress  concerning  the  anti- 
fermentative  treatment  of  purulent  abscesses,  the  author  has 
applied  similar  methods  to  the  treatment  of  chronic  cystitis. 
He  injected  fresh  sterile  bullock's  serum  into  the  bladder  in 
5  cases,  after  catheterizing  and  removing  all  the  urine.  The 
amounts  of  serum  used  varied  from  5  to  150  cc.  The  intervals 
between  injection  varied  from  one  to  five  days.  The  author  did 
not  find  that  this  method  had  any  appreciable  therapeutic  ef- 
fect, on  the  contrary,  the  pain  on  urination  increased  markedly 
in  some  cases. 

Other  experiments  were  carried  out  by  the  author  with 
trypsin.  The  trypsin  which  is  bought  in  the  market  is  not 
sterile  and  therefore  it  should  be  sterilized  by  heating  to  1500 
C.  for  ten  minutes.  Two  per  cent,  trypsin  suspensions  injected 
into  the  bladder  did  not  give  any  therapeutic  results.  Finally, 
experiments  with  an  alcoholic  solution  of  quinine  were  tried. 
The  author  found  that  a  solution  of  5  parts  of  quinine  in  a 
1000  parts  of  $of  t  alcohol  was  suitable  for  this  purpose.  This 
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solution  when  added  to  culture  media  in  a  proportion  of  1  % 
inhibited  the  growth  of  bacteria.  As  yet  the  experimental  evi- 
dence is  insufficient  to  warrant  conclusions,  but  the  author  hopes 
to  give  further  reports  of  his  result  in  the  near  future. 

Wassermann's  Reaction:  A  recent  review  of- this  subject 
appeared  in  a  thesis  by  Mme.  Germaine  Montreuil  (Paris 
Thesis,  1909).  After  reviewing  the  technique  of  the  reaction 
and  that  of  the  various  modifications  introduced  by  Porges  and 
Mayer  and  others,  the  author  reports  results  obtained  in  a  series 
of  women.  These  women  were  divided  into  four  series: 
In  series  A  were  women  who  presented  signs  of  active  syphilis. 
Of  these  9  cases  showed  a  positive,  two  a  doubtful,  and  three 
a  negative  reaction.  In  series  B  were  women  who  probably 
had  had  syphilis.  Of  10  cases  two  showed  doubtful  and  eight 
negative  reactions.  In  series  C  were  women  suspected  of  syphi- 
lis. In  17  cases,  there  was  one  positive  reaction,  one  partial, 
two  doubtful  and  13  negative.  In  series  D,  were  healthy  women 
who  had  never  had  syphilis.    Of  14  cases,  all  were  negative. 

A  Study  of  Syphilis  in  Rabbits:  Gaston  Roussel  (Paris 
Thesis,  1909),  reports  a  number  of  experiments  in  inoculating 
syphilis  to  rabbits.  Three  procedures  may  be  employed.  In- 
tracorneal  inoculations,  corneal  scarifications  and  intraocular 
inoculations.  Of  the  intracorneal  lesions,  the  method  of  punc- 
ture gives  the  best  results.  The  lesions  consist  of  a  keratitis 
which  may  be  diffuse  or  localized,  may  give  rise  to  a  chancre- 
like induration  or  to  an  ulceration.  The  intraocular  method 
produces  keratitis  with  long  periods  of  incubation  and  gives  rise 
to  persistent  opacities,  to  iritis  and  to  a  vegetating  syphiloma 
of  the  cornea.  The  experiments  reported  by  the  author  were 
caried  on  in  26  rabbits,  3  of  which  were  inoculated  with 
leprosy,  three  with  soft  chancre  and  twenty  with  syphilis.  In 
these  twenty,  fourteen  intracorneal  inoculations  were  practiced 
from  material  obtained  from  human  syphilis.  Of  these  inocu- 
lations six  resulted  postively.  Of  sixteen  intraocular  inocu- 
lations six  were  also  found  positive. 

The  Ultramicroscope  in  the  Diagnosis  of  the  Spiro- 
CHETA  Pallida:  J.  Comandon  {Annates  des  Maladies  Fen- 
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eriennes,  February,  1909,  page  96)  says  that  the  ultramicro- 
scope  is  the  ideal  apparatus  for  the  study  of  the  spirocheta. 
With  the  aid  of  this  instrument,  the  diagnosis  of  syphilis  be- 
comes easy.  The  most  difficult  part  of  the  work  is  obtained 
the  material  or  exudate  containing  the  spirocheta.  A  descrip- 
tion of  the  ultramicroscope  will  be  found  in  an  article  by  M. 
Gastou  (Presse  Medicate,  April  11,  1908).  While  it  is  very 
easy  to  discover  the  spirocheta  by  this  method  yet  when  one 
studies  secretions  from  the  mouth  or  the  genitals,  one  en- 
counters so  many  varieties  of  spirocheta  which  resemble  the 
spirocheta  pallida,  yet  which  occur  in  nonsyphilitic  cases,  that 
one  grows  skeptical  as  to  the  value  of  this  method  in  diagnosis. 
Soon,  however  the  eye  becomes  accustomed  to  the  appearance 
of  the  spirocheta  pallida,  and  this  organism  can  be  recognized 
always  among  other  spirocheta. 

The  author  found  that  spirocheta  examined  in  fresh  serum 
from  a  lesion  varied  quite  markedly  in  morphology  and  move- 
ments from  those  examined  in  water  or  other  liquids.  It  is 
much  easier  to  distinguish  the  spirocheta  when  they  are  ex- 
amined in  water. 

The  spirocheta  of  the  month.  These  are  found  in  great 
numbers  in  the  material  which  lodges  along  the  edge  of  the 
gums.  In  this  material  are  found  not  only  spirocheta,  but  also 
bacilli  and  long  filaments  of  leptothrix,  also  some  cocci,  bacteria, 
epithelial  debris,  leucocytes,  etc.  Hoffmann  describes  three 
forms  of  spirocheta  in  the  mouth :  Spirocheta  buccalis,  the 
largest;  spirocheta  dentium,  the  smallest,  and  intermediary 
sizes.  While  the  first  two  forms  are  pretty  well  differentiated, 
the  intermediary  forms  are  very  numerous.  Their  movements 
are  also  very  variable.  At  rest,  these  spirocheta  have  but  a  few 
spirals,  but  when  they  move  the  number  of  spirals  increases 
considerably.  It  is  generally  said  that  only  the  spirocheta  dent- 
ium is  apt  to  be  confounded  with  the  spirocheta  pallida.  The 
author  does  not  agree  with  this  for  he  recognizes  spirocheta 
dentium  easily.  The  spirals  are  closer  and  their  diameter  is 
smaller  than  in  the  spirocheta  pallida,  but  the  diameter  of  the 
filament  is  greater.  In  a  word,  the  spirocheta  dentium  is 
thicker  and  more  closely  wound.    Besides,  its  extremities  do 
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not  taper  but  form  often  a  sort  of  hook.  Its  movements  are 
also  different  and  less  graceful  than  those  of  the  spirocheta 
pallida. 

The  spirocheta  of  ulcerous  angina  are  identical  in  appear- 
ance with  those  found  in  deposits  on  the  teeth.  Certain  fusi- 
form bacilli  are  also  found  in  this  deposit.  Usually  they  have 
a  double  contour  and  are  intensely  refractive.  They  are  slightly 
motile  in  their  extremities.  They  seem  to  be  in  the  majority 
in  Vincent's  angina. 

The  spirocheta  of  eroding  balanitis  constitute  a  considerable 
part  of  the  pus  found  in  this  condition.  They  resemble  the 
spirocheta  found  in  the  deposit  on  the  teeth  and  are  mixed  with 
a  large  number  of  fusiform  bacilli.  They  are  usually  very 
long  and  very  thin.  In  balanitis  there  is  one  variety  of  spiro- 
cheta which  seems  to  be  characteristic.  At  rest,  it  appears  as 
a  short  organism  with  two  or  three  spirals  shaped  like  an  S. 
In  motion,  the  spirals  become  very  numerous  and  fine.  They 
move  very  rapidly.  All  these  are  very  easily  distinguished  from 
the  spirocheta  pallida.  The  spirocheta  of  ulcerating  cancer, 
of  hospital  gangrene,  etc.  These  organisms  may  be  found  in 
many  sanious  wounds  with  a  bad  odor.  They  also  resemble 
the  organisms  found  in  Vincent's  angina  and  in  balanitis.  Some 
may  reach  very  large  size.  The  spirocheta  refringans,  ac- 
cording to  the  author  is  probably  identical  with  one  of  the 
species  found  in  the  mouth.  It  is  analogous  to  the  spirocheta 
buccalis. 

Methods  of  Staining  the  Spirocheta  Pallida  :  Leyy- 
Bing  (Annates  des  Maladies  Veneriennes,  March,  1909)  con- 
siders the  various  methods  which  have  been  employed  for  the 
staining  of  the  spirocheta.  In  the  order  of  their  value,  these 
methods  are,  those  of  Marino,  Laveran,  Romanowskv,  Leish- 
mann,  Nocht  and  Giemsa.  The  best  are  unquestionablv  those 
of  Marino  and  Laveran.  That  of  Giemsa,  in  his  opinion,  is 
the  least  satisfactory. 

Levy-Bing  gives  an  interesting  sketch  of  these  staining  meth- 
ods. Romanowsky  was  the  first  to  devise  a  mixture  of  methy- 
lene blue  andeosin.     The  solution  of  methylene  blue  which 
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Romanowsky  used  for  the  first  time  was  old  and  the  stain  was 
satisfactory.  When  he  went  on  to  work  with  fresh  solutions 
he  never  obtained  the  same  result  and  never  understood  why. 
He  did  not  think  that  in  time  traces  of  alkali  contained  in  the 
glass  of  the  bottle  had  modified  the  solution.  He  obtained 
good  results  by  using  hot  water  to  dissolve  the  methylene  blue, 
which  in  turn  dissolved  more  rapidly  the  alkali  in  the  glass. 
Zeinmann  showed  this,  and  since  the  publication  of  his  work 
sodium  carbonate  has  always  been  added  to  the  solution  of 
methylene  blue.  To  accentuate  the  differentiation  of  the  nu- 
clear substance  of  protozoa;  Borrel  conceived  the  idea  of  add- 
ing silver  nitrate  to  methylene  blue.  Laveran's  method  con- 
sists in  combining  Borrel's  blue  with  eosin.  Leishmann's  method 
consists  in  dissolving  the  precipitate  of  methylene  blue  and 
eosin  in  methyl  alcohol.  The  technique  of  the  stains  was  diffi- 
cult, and  one  could  never  be  sure  of  the  purity  of  the  blue.  The 
color  known  as  azure  is  a  pure  blue  first  prepared  by  a  Dutch 
scientist,  Bernthsen.  Nocht,  of  Hamburg,  was  the  first  to  use 
azure  in  a  mixture  with  eosin,  but  his  method  almost  always 
gives  precipitates.  Giemsa  tried  in  vain  to  perfect  the  method 
of  Nocht  by  adding  glycerine  to  a  mixture  of  azure  eosin.  The 
idea  of  adding  glycerine  came  from  Ehrlich. 

The  author  recommends  keeping  the  solutions  in  two  differ- 
ent bottles.  One  of  these  should  contain  one  part  of  azure  in 
a  thousand,  the  other  i  part  of  eosin  in  20,000.  The  mixture 
should  be  made  as  needed.  This  method  is  preferable  to  that 
of  Giemsa,  because  it  stains  more  intensely  and  gives  pure  pre- 
cipitates. Giemsa's  method  is  probably  more  popular  because 
Schaudinn  used  it. 

Marino's  method  of  staining  is  excellent,  indeed,  with  that 
of  Laveran,  it  is  the  best,  for  coloring  spirocheta.  Marino's 
blue  consists  of  azure  in  alcoholic  solution  with  a  very  small 
amount  of  eosin.  His  solution  does  not  give  a  precipitate, 
stains  very  quickly  and  requires  no  previous  fixation. 

The  following  modification  of  Laveran's  method  is  recom- 
mended as  the  best  of  all  methods  of  staining  spirocheta  by 
Levy-Bing.  Borrel's  blue  is  prepared  by  adding  silver  nitrate 
to  methylene  blue.    The  resulting  solution  is  kept  for  a  day  in 
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a  thermostat  at  high  temperature.  The  eosin  is  added  accord- 
ing to  the  published  formula,  the  precipitate  is  removed  and  is 
dissolved  in  methyl  alcohol.  The  stain  is  used  in  the  same 
way  as  those  of  Leischmann  and  Marino.  For  the  best  results 
the  following  technique  should  be  used.  Fixation  of  the  films 
for  15  minutes  in  methyl  alcohol.  Staining  with  1  cc.  of  Lav- 
eran's  solution  for  from  five  to  ten  minutes.  To  the  stain  on 
the  slide  1  cc.  of  water  is  added.  The  under  surface  of  the 
slide  is  cleaned,  the  film  is  washed,  dried  and  examined.  If  a 
very  intense  stain  is  desired,  the  solution  should  be  allowed  to 
act  for  from  30  to  40  minutes,  adding  some  of  the  stain  from 
time  to  time  to  avoid  evaporation. 

Tuberculosis  of  the  Kidneys. — I  certainly  have  no 
doubt  that  tuberculosis  in  by  far  the  greatest  number  of  cases 
is  primary  in  the  kidneys,  and  I  have  been  one  of  the  first  to 
maintain  this  view  against  Guyon's  opposite  opinion;  but  I 
consider  it  a  serious  error  to  suppose  that  tuberculosis  cannot 
ascend. — Professor  Rovsing. 

Carcinoma  of  the  Prostate. — Carcinoma  of  the  pros- 
tate is  by  no  means  a  rare  disease.  It  certainly  occurs  to  the 
extent  of  ten  per  cent,  in  those  cases  of  prostatic  enlargement 
which  are  submitted  to  microscopical  examination. — Cuthbert 
Wallace. 

Collargol  in  Cystitis — Kreissl  in  his  "  Urogenital  Ther- 
apeutics "  says  that  the  antiseptic  and  non-irritating  qualities 
of  collargol  suggest  its  employment  in  cystitis.  After  cleansing 
the  bladder  with  warm  water,  <;o  to  100  c.  c.  of  1  or  ^c/c  col- 
largol may  be  injected  and  retained  for  hours.  Colicystitis  of 
hematogenous  origin  or  caused  by  the  direct  emigration  of 
bacilli  from  the  intestines  or  other  adjacent  tissues  into  the 
bladder,  is  effectively  combatted  with  urotropin  together  with 
vesical  injections  of  2%  collargol  or  1  =20,000  bichloride. 

Pyuria  in  Women. — Writing  on  pyuria  in  the  female 
(Post-Graduate.  December,  1908),  Dr.  H.  D.  Furniss  con- 
siders only  those  cases  in  which  the  pus  comes  from  the  ure- 
thra, with  its  Skene's  ducts.  Littre's  follicle,  and  crypts;  the 


248      AMERICAN  JOURNAL  OF  UROLOGY 


bladder,  the  ureters,  the  pelves  of  the  kidneys  and  the  kid- 
neys; also  from  abscesses  discharging  through  any  of  these 
channels.  Such  sources  as  vulvo-vaginitis,  vulvo-yaginal  abs- 
cesses, endocervicitis,  etc.,  which  may  also  discharge  pus  into 
the  urine,  are  not  considered  under  this  topic.  As  most  in- 
flammations of  the  urinary  tract  recover  spontaneously  after 
removal  of  the  cause,  our  first  effort  should  be  to  locate  the 
origin  of  the  pus  and  to  determine  its  etiologic  factor. 

When  the  pus  is  from  the  urethra  it  can  be  seen  escaping 
from  the  meatus  or  can  be  expressed  from  the  canal.  Gonor- 
rhea is  the  most  frequent  cause  of  purulent  urethritis.  A  sub- 
urethral abscess  (abscess  of  the  urethro-vaginal  septum)  may 
also  discharge  into  the  canal. 

When  there  is  pus  in  the  bladder  it  is  necessary  to  deter- 
mine whether  it  is  produced  there  or  whether  it  is  deposited 
from  other  sources.  In  cystitis  there  is  painful  and  frequent 
urination,  with  a  sense  of  heat  and  fulness,  and  tenderness  over 
the  bladder.  If,  however,  the  bladder  is  "  catheterized  and 
thoroughly  irrigated,  and  a  second  specimen  obtained  by  means 
of  a  catheter  an  hour  later  contains  the  same  amount  of  pus  as 
the  first,  the  inference  is  clear  that  the  pus  is  derived  from  a 
source  outside  the  bladder." 

When  the  pus  comes  from  above  the  bladder,  and  pre- 
vious methods  of  examination  fail  to  locate  the  source,  cysto- 
scopy and  ureteral  catheterization  should  be  employed.  Often 
satisfactory  and  detailed  information  can  be  obtained  from 
cystoscopy  alone,  but  if  the  amount  of  pus  in  the  urine  is  small, 
ureteral  catheterization  will  have  to  be  resorted  to  in  order  to 
determine  from  which  kidney  the  pus  arises. 

"  The  inflammatory  diseases  of  the  kidney,  or  those  ac- 
companied by  pus,  are  catarrhal  plelitis,  suppurative  pyelitis, 
pyelo-nephritis,  pyo-nephrosis,  and  abscess  of  the  kidney.  In 
all  these  the  thought  of  stone  or  tuberculosis  must  be  con- 
stantly present,  and  with  these  eliminated,  search  should  be 
made  for  evidence  of  back  pressure  in  the  kidney,  either  from 
obstruction  to  the  urethra  or  to  the  ureter.  Among  the  causes 
of  ureteral  constriction  may  be  mentioned  the  kink  frequently 
occurring  in  movable  kidney;  pressure  of  the  fibroid  or  preg- 
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nant  uterus;  ovarian  cystomata ;  prolapse  of  the  uterus;  in- 
volvement of  the  ureter  in  the  scar  of  a  vesi  co-vaginal  fistula, 
and  quite  often  involvement  of  the  ureter  in  cervical  and 
uterine  carcinomata." 

A  Case  of  Post-conceptional  Syphilis — The  following  ease  was 
reported  by  Prof.  Lesser  (Berl.  klin.  woch.,  Nov.  6,  1908).  A  woman, 
married  6  or  7  years,  had  four  healthy  children.  During  the  5th 
month  of  her  fifth  pregnancy  her  husband  had  extra-conjugal 
sexual  intercourse.  On  his  return  home  a  month  later  he  had  inter- 
course with  his  wife  and  noticed  some  pain  in  his  penis,  but  did  not 
give  it  much  attention.  Four  days  later  syphilitic  roseola  appeared  and 
a  week  later  his  wife  felt  the  first  symptoms  of  infection.  Her  left 
labium  majus  presented  a  round,  hard  and  infiltrated  chancre,  and  at 
the  same  time  enlargement  of  the  inguinal  glands  made  its  appearance. 
12  days  later  the  chancre  was  cured.  Meanwhile  the  child  was  born 
and  appeared  perfectly  sound.  Three  weeks  later  the  mother  had  an 
exanthema,  especially  prominent  on  the  palms  and  soles ;  a  light 
roseola  was  noticeable  on  the  body.  About  two  weeks  later  the  child 
presented  in  turn  an  eruption  of  macula-papulous  syphilides.  The 
presence  of  spirocheta  was  established  in  the  region  of  the  anus. 

A  Case  of  Precocious  Cerebral  Syphilis — Drs.  Malloizel  and  M. 
Nathan  report  a  fatal  case  of  cerebral  syphilis  {Annates  des  Maladies 
Veneriennes,  Nov.,  1908)  in  which  the  appearance  of  a  chancre  on 
the  torrsil  was  followed  by  cerebral  symptoms,  fever  and  death,  all 
within  a  space  of  2^  months.    The  history  of  the  case  follows: 

A  young  woman  of  30,  complained  towards  the  middle  of  January, 
of  a  sore  on  the  tonsil,  which  proved  to  be  a  chancre  and  was  treated 
with  pills  of  protoiodide  of  mercury.  In  spite  of  this  treatment, 
cerebral  symptoms  appeared:  violent  headache,  vomiting,  progressive 
amnesia  and  more  and  more  marked  intellectual  enfeeblement.  The 
pills  were  then  replaced  by  daily  injections  of  biniodide  of  mercury — 
first  leg.,  then  2cg.  daily.  The  treatment  was  ineffectual  and  by  the 
27th  of  March  the  situation  was  serious:  complete  amnesia  and  most 
marked  intellectual  enfeeblements,  the  simplest  questions  being 
hardly  understood ;  the  right  arm  already  stricken  with  paralysis ;  no 
sensory  disturbances  or  derangements  of  the  sphincters.  The  treatment 
now  consisted  of  an  injection  of  2cg.  of  benzoate  of  mercury  and  2gms. 
of  iodide  of  potassium.  On  the  next  day  the  paralysis  reached  the 
right  inferior  facial  nerve  and  both  legs,  still  predominating  on  the 
right  side.     Babinski's  sign  positive  on  both  sides.     Intellectual  en- 
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feeblement  still  more  complete,  the  patient  being  unable  to  speak  and 
showing  indifference  to  all  about  her,  and  at  times  emitting  hydro- 
cephalic cries. 

Mixed  treatment  was  continued — benzoate  of  mercury  3eg.  and  io- 
dide 4gms.  being  injected.  On  the  29th,  coma  came  on,  paralysis 
became  complete,  and  the  limbs  contracted.  Reflex  of  pupil  negative 
and  complete  insensibility  of  the  cornea.  On  the  30th,  the  con- 
dition was  the  same,  except  that  the  right  arm  appeared  to  have  re- 
covered some  of  its  movements.  On  the  31st,  the  temperature, 
which  had  previously  been  normal,  rose  to  39°c.  Death  occurred  in 
the  afternoon.  The  authors  state  that  this  was  the  most  precocious 
and  most  rapidly  fatal  case  of  cerebral  syphilis,  of  which  they  could 
find  any  record.  It  is  plausible,  as  they  suggest,  that  the  initial 
lesion  being  on  the  tonsil  contributed  to  the  overwhelming  of  the  brain 
with  syphilitic  virus. 

Operative  Treatment  of  Acute  Gonorrheal  Epididymitis. — The 
usual  form  of  treatment  of  acute  gonorrheal  epididymitis  which  in- 
volves keeping  the  patient  in  bed  with  the  testes  elevated,  the  appli- 
cation of  hot  flaxseed  poultices  to  the  scrotum,  the  use  of  a  light 
dret.  and  the  suspension  of  urethral  medication  until  the  process  in 
the  organ  begins  to  subside  and  the  discharge  returns  at  the  meatus, 
should  give  way  to  operative  procedure,  according  to  Dr.  J.  H. 
Cunningham  {Boston  Medical  and  Surgical  Journal,  Nov.  19,  1908). 
The  author  claims  for  surgical  interference  that  the  suffering  is 
brought  to  an  abrupt  ending;  the  course  of  the  acute  process  is 
arrested,  and  the  duration  of  the  disease  both  as  regards  time  in  bed, 
convalescence  and  after  treatment  is  materially  shortened.  He  can- 
not say  whether  or  not  the  function  of  the  testicle  is  in  any  way 
preserved  by  operative  interference.  Hagner's  technic  is  employed 
which  is  essentially  as  follows: 

The  junction  of  the  epididymis  and  testicle  is  defined  and  an  in- 
cision two  inches  long  is  made  through  the  scrotal  skin  in  this  line. 
The  tunica  vaginalis  is  opened  and  any  fluid  present  escapes.  The 
swollen  epididymis  with  the  testicle  is  delivered.  The  epididymis 
is  punctured  in  many  places  with  a  sharp  pointed  knife.  The  punc- 
tures must  penetrate  the  infiltrated  fibrous  covering  and  the  body  of 
the  organ  must  be  entered.  If  pus  escapes,  the  opening  should  be 
enlarged  with  the  knife,  and  a  probe  should  be  inserted  to  enlarge 
the  canal.  Such  cavities  should  be  wTashed  out  with  a  fine  pointed 
syringe  rilled  with  corrosive  sublimate  1-1,000,  followed  by  salt 
solution.    The  epididymis  should  be  gently  squeezed  to  force  to  the 
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surface  as  much  of  the  infectious  material  as  possible.  This  is 
sponged  away  with  a  sponge  wet  with  sublimate.  The  tunica  vaginalis 
liberal  amount  of  salt  solution.  A  cigarette  drain  is  placed  over  the 
punctured  epididymis  and  brought  out  of  the  lowest  part  of  the  wound. 
The  tunica  vaginalis  is  closed  by  a  continuous  catgut  suture  and  the 
scrotal  skin  by  lock-stitch  horsehair  suture.  A  moist  bichloride 
dressing  is  applied,  and  the  testicle  held  elevated  by  a  scrotal  support. 

The  dressing  should  be  performed  the  day  following  the  operation 
and  the  drain  started.  Except  in  cases  where  suppuration  is  con- 
siderable, it  is  rare  that  the  wound  needs  irrigation.  As  a  rule  the 
wick  may  be  removed  in  a  few  days  and  the  wound  is  generally  healed 
in  ten  days.     A  supporter  should  be  worn  for  several  months. 

Hagner's  cases  have  remained  in  bed  on  an  average  of  about  five 
days  following  operation,  at  which  time  they  were  allowed  to  get 
up  with  a  suspensory  bandage. 

Dr.  Cunningham  reports  7  cases,  all  of  which  were  relieved  of  pain 
immediately  after  operation,  the  patients  being  confined  to  bed  4  or 
5  days  and  the  wounds  healing  in  from  8  to  15  days.  In  2  cases  in 
which  the  seminal  vesicle  was  much  enlarged  the  vas  was  drained 
by  Belfield's  method,  the  vesicle  returning  to  its  normal  size  in  6  to 
8  days  resjiectively.  The  discharge  returned  in  5  out  of  the  7  cases, 
but  it  was  not  as  active  as  is  generally  the  case  after  the  subsidence  of 
an  acute  gonorrheal  epididymitis. 

In  general  Dr.  Cunnningham  believes  that  by  the  operative  method 
the  excruciating  pain  accompanying  epididymitis  is  relieved  immedi- 
ately after  puncture,  and  that  the  systemic  intoxication  is  lessened, 
the  leucocyte  count  dropping  almost  immediately,  that  the  patient 
recovers  from  the  disease  more  rapidly,  and  the  probability  is  that  the 
patency  of  the  canal  is  more  often  retained  because  the  chronic  in- 
durated areas  expected  after  epididymitis  are  often  absent.  It  is 
too  early  as  yet  to  make  any  statement  regarding  a  late  insidious 
recurrence  of  the  disease,  but  it  is  fair  to  presume  that  these  cases 
should  be  less  frequent.    (See  also  Dr.  Gross'  article  in  this  issue.) 

The  Palliative  Treatment  of  Prostatic  Hyper- 
trophy— Frederick  Bierhoff  (N.  Y.  Med.  Journal,  April 
18,  1908)  speaks  of  the  large  percentage  of  cases  in  whom 
palliative  treatment  can  be  successfully  carried  out.  He 
points  out  that  some  of  the  patients  whom  he  has  seen  after 
radical  operations  would  have  been  better  of  had  the  means 
employed  been  palliative,  rather  than  operative.    The  pal- 
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liative  measures  are  applicable  chiefly  in  the  premonitory 
stage.  Such  patients  should  avoid  sitting  for  long  periods, 
long  drives  or  rides,  and  avoid  excesses  in  eating,  alcohol, 
spices,  exposure  to  cold  and  wet,  and  should  secure  evacua- 
tion of  the  bowels.  They  should  avoid  chilling  the  body 
and  wetting  the  feet.  If  acute  retention  occurs,  they  should 
use  the  hot  sitz-bath  as  an  emergency  measure.  Patients 
frequently  do  well  with  a  hot  sitz-bath  every  night  at  bed- 
time. A  metal  catheter  is  to  be  preferred  where  there  is 
compress  or  cramp.  If  retention  should  persist,  a  retention 
catheter  should  be  left  in  place.  During  the  second  stage, 
when  there  is  a  chronic  incomplete  retention,  and  the  urine 
begins  to  undergo  changes,  the  patient  should  be  taught  to 
use  the  catheter,  if  he  has  sufficient  intelligence  to  use  the 
proper  care.  The  flexible  silk  or  linen  catheter,  with  a 
single  Mercier  beak  is  best  for  such  cases,  and  should  be 
boiled  in  plain  water  for  two  or  three  minutes.  After  the 
bladder  is  empty,  boric  acid  solution  should  be  used  to 
replace  the  urine.  This  irrigation  with  boric  acid  should 
follow  every  catheterization.  When  cystitis  is  present,  the 
cleansing  irrigation  may  be  followed  by  a  silver  nitrate 
irrigation.  During  the  third  stage,  that  of  complete  reten- 
tion, catheterization  may  tide  over  the  patient  and  make 
him  comfortable.  A  permanent  catheter  is  useful  in  such 
cases.  Radical  measures  must  be  employed  when  the  pa- 
tient's local  condition  no  longer  responds  readily  to  pallia- 
tive treatment,  and  when  no  complicating  conditions  exist 
which  forbid  operation. 


Sandalwood  oil  and  the  wood  itself  have  been  in  use  by 
Oriental  nations  for  something  like  5,000  years;  the  oldest 
Chinese  authors  speak  of  it  and  it  was  known  by  the  inhabi- 
tants throughout  the  Malay  Islands  and  the  Philippines,  but 
more  especially  used  by  the  Hindus  in  their  religious  observ- 
ances and  in  the  treatment  of  genito-urinary  diseases. — Dr.  F. 
S.  Mason. 
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RUPTURE  OF  THE  BLADDER  AND  ITS  TREAT- 
MENT. 

By  Dr.  Otto  Pachmayr,  Munich  Germany. 

IN  the  middle  of  the  eighteenth  century,  surgeons  came 
to  the  conclusion  that  wounds  of  the  bladder  might  be 
recovered  from,  whereas,  formerly,  an  injury  of  this 
kind  was  considered  absolutely  fatal.  Bartel's  excellent 
monograph,  which  appeared  in  1878,  gives  numerous  valu- 
able statistics,  critical  discussions  of  the  subject  and  is  a 
fertile  source  for  the  foundation  of  other  writings  upon  the 
subject.  Bartel's  collection  of  cases  amounts  to  504,  228 
of  which,  or  45%,  ended  fatally.  These  504  cases  are 
divided  into  three  groups,  the  first  of  which  consist  of  stab 
wounds,  these  numbering  fifty  cases,  eleven  resulting  fatally, 
in  other  words,  a  mortality  of  22%.  The  second  group 
comprises  gunshot  injuries  of  the  bladder,  there  being  285 
cases,  sixty-five  ending  fatally,  or  a  mortality  of  24.5%. 

The  third  group  comprises  bladder  injuries,  that  is  to 
say,  rupture  without  any  external  wound.  In  this  class 
there  are  169  cases,  151  of  which  ended  fatally,  in  other 
words,  a  mortality  of  90%. 

Among  the  stab  wounds  only  six  instances  occurred  in 
war,  while  out  of  the  169  instances  of  rupture  only  one 
occurred  in  war,  while  the  285  cases  of  gunshot  wounds  al- 
most all  occurred  in  war.  However,  such  injuries  as  rup- 
ture of  the  bladder  are  not  so  very  infrequent  in  battle  as  is 
shown  by  the  statistics  compiled  after  the  war  of  1870-71. 
During  this  war  there  were  4,743  abdominal  wounds  and 
4,143  injuries  to  the  abdomen  without  opening  of  the  peri- 
toneal cavity,  and  in  these  cases  the  mortality  was  8.8%. 
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There  were  1,534  injuries  with  penetration  into  the  peri- 
toneal cavity,  with  902  deaths.  In  sixty-six  other  cases, 
both  the  thoracic  and  abdominal  cavities  received  penetrat- 
ing wounds,  fifty  of  these  patients  dying.  Among  these 
abdominal  injuries,  that  is,  wounds  produced  by  some  blunt 
force,  without  penetrating  the  skin,  there  were  293  cases. 
Of  these,  eighty-five  were  gunshot  wounds,  forty-eight  in- 
flicted by  cannon  and  120  from  blunt  force  and  thirty-nine 
from  falling.  The  majority  of  these  cases,  namely  255, 
were  simply  bruises  and  only  thirty-eight  presented  more 
or  less  severe  injuries.  In  eight  the  bladder  and  the  pelvic 
portion  of  the  ureter  were  involved,  and  of  these  thirty-eight 
cases  five  died. 

In  the  war  of  Secession  the  proportion  of  gunshot 
wounds  of  the  bladder  represented  0.4%  of  the  total  num- 
ber of  wounded. 

In  the  large  hospitals  and  surgical  clinics  rupture  of 
the  bladder  is  not  common.  In  the  Bethanien  Hospital  in 
Berlin,  out  of  10,807  surgical  cases  treated  during  eight 
years,  there  are  only  three  instances  of  rupture  of  the  blad- 
der. At  St.  Bartholomew's  Hospital  in  London,  only  two 
cases  occurred  out  of  16,711  patients,  while  out  of  9,446 
patients  treated  in  the  surgical  clinic  at  Halle  from  1890- 
1894,  there  were  only  six  presenting  this  lesion. 

In  times  of  peace  traumatism  to  the  bladder  is  rare  in 
the  army.  In  the  medical  reports  of  the  Prussian  army 
which  I  have  been  able  to  consult,  I  find  that,  from  1879- 
1889,  a  number  of  men  varying  from  19,000  to  30,000 
were  reported  as  having  received  bruises  and  ruptures,  and 
there  were  only  sixteen  instances  of  rupture  of  the  bladder, 
four  of  which  recovered  and  the  remaining  twelve  died.  In 
the  Bavarian  army  from  1 874-1 898,  there  were  only  men- 
tioned four  instances  of  rupture  of  the  bladder  ending 
fatally. 

These  bladder  injuries,  without  any  external  wound 
already  referred  to,  have  been  arranged  in  three  groups  by 
Bartel,  according  to  their  mode  of  origin,  and  they  are 
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caused  by:  (1)  a  rebounding  force  striking  the  individual, 
fifty-one  cases,  two  of  which  recovered  and  forty-nine  died; 
(2)  the  subject  striking  against  a  firm  body,  such  as  a  fall 
to  the  ground  from  a  certain  height,  etc.,  fifty-six  cases, 
seven  of  which  recovered  and  forty-nine  died;  (3)  direct 
contusing  influences,  such  as  being  run  over,  squeezed  be- 
tween teams  or  machines,  etc.,  fifty-two  cases  with  nine 
recoveries  and  forty-three  deaths. 

Of  these  bladder  ruptures,  151  were  males  and  eigh- 
teen were  females.  Of  the  children,  the  ages  varied  from 
two  to  fifteen  years,  while  the  adult  patients'  ages  ranged 
from  seventeen  to  seventy  years.  Of  120  male  patients, 
seventy-four  were  between  the  ages  of  seventeen  and  forty 
years,  this  being  during  that  period  of  life  when  traumatic 
influences  would  be  more  prone  to  occur. 

Since  the  bladder  is  situated  partly  within  and  partly 
outside  of  the  peritoneal  cavity,  a  rupture  of  this  organ 
arising  in  the  former  situation,  must  be  accompanied  by  rup- 
ture and  separation  of  the  peritoneum,  so  that  a  distinction 
between  intraperitoneal  and  extraperitoneal  ruptures  must 
be  made,  especially  so,  because  the  intraperitoneal  variety 
are  far  more  fatal  than  the  other. 

According  to  Bartel's  tables,  out  of  169  ruptures  of 
the  bladder,  there  were  94  of  the  intraperitoneal  variety 
with  93  deaths,  or,  in  other  words,  99%  mortality,  while 
among  the  seventy-five  instances  of  the  extraperitoneal  type, 
there  were  46  deaths,  or  a  mortality  of  61%.  Of  the  in- 
traperitoneal ruptures,  only  one  case  recovered,  and  in  this 
the  abdomen  was  opened,  the  urine  removed  and  the  bladder 
sutured.  In  Rivington's  collection  of  cases,  which  was  pub- 
lished in  1882,  there  were  106  intraperitoneal  ruptures  out 
of  225  cases.  Of  these  105  died,  while  in  119  instances  of 
extraperitoneal  rupture,  93  died. 

The  favorable  outcome  in  Walter's  case,  was  the  foun- 
dation for  the  modern  treatment  of  intraperitoneal  rupture. 
Among  the  first  papers  to  appear  on  the  treatment  of  rupture 
of  the  bladder  was  Guterbock's  article,  in  which  he  de- 
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scribed  an  improved  technique  under  antiseptic  precautions. 
He  recommends  laparotomy,  thorough  cleansing  of  the  peri- 
toneal cavity  and  closure  of  the  bladder  wound.  Each  year 
the  literature  on  this  subject  increases,  and  many  are  the 
favorable  reports  of  cases  which  have  recovered  by  imme- 
diate suture  of  the  bladder,  while  the  results  have  been 
greatly  improved  by  early  operative  interference  than  by  the 
old  plan  of  expectant  treatment.  This  is  distinctly  shown  by 
the  relative  mortality  given  by  the  statistics.  For  example, 
in  1890  Braun  recorded  sixteen  cases  with  ten  deaths,  or  a 
mortality  of  62.5%.  In  1891  Aebbert  reported  thirty-one 
cases,  fourteen  of  which  were  fatal;  in  other  words  a  mor- 
tality of  41.5%.  In  1892,  Schlange  recorded  thirty-two 
cases,  seventeen  of  whom  died,  thus  having  a  mortality  of 
53.1%.  In  seventeen  cases  recorded  by  Ziegner  in  1895, 
nine  died,  or  a  mortality  of  52.9%.  In  1894,  Zieur  re- 
corded fifty-two  instances  with  a  mortality  of  46%,  while  in 
1896,  Hellenball  related  thirty-nine  cases  with  a  mortality 
of  53.8%,  and  in  1900  Wemmers  listed  twenty-four  cases 
with  a  mortality  of  41.6%.  In  the  last  twenty  years,  the 
mortality  of  rupture  of  the  bladder  has  diminished  from 
88%  to  41.667^,  according  to  Rivington's  statistics. 

Owing  to  the  infrequency  of  subcutaneous  bladder  rup- 
ture, all  recorded  cases  are  welcome,  and,  consequently,  I 
take  the  liberty  of  here  reporting  a  series  of  cases  of  sub- 
cutaneous bladder  rupture  taken  from  the  literature  of  the 
past  twenty  years  and  which  have  not  yet  been  arranged  in 
a  statistical  way,  and  I  will  also  report  a  case  of  subcutaneous 
rupture  of  the  bladder  which  has  recently  been  under  obser- 
vation at  the  Surgical  Clinic  of  the  University  of  Munich. 
At  first,  several  fatal  cases  of  bladder  rupture  without  opera- 
tion, will  be  mentioned,  and  then  cases  which  have  been 
cured  without  operation,  and  finally,  those  cured  by  opera- 
tive interference. 

A 

( 1 )  Rupiure  of  the  Bladder  from  a  Fall  from  a  Win- 
dozv.    A  dragoon  who  was  suffering  from  erysipelas,  during 
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an  attack  of  delirium,  threw  himself  out  of  the  window  on 
to  a  stone  court  yard,  which  resulted  in  severe  bruising  of 
the  abdomen  and  a  rupture  of  the  anterior  wall  of  the  blad- 
der, 3.5  cm.  in  length.  On  the  following  day,  bloody  urine 
was  voided,  accompanied  by  a  rapid  loss  of  strength,  which 
ended  fatally. 

(2)  Interstitial  Rupture  of  the  Bladder  from  a  Horse 
Kick.  A  cannoneer  was  kicked  by  a  horse  in  the  region  of 
the  bladder  on  the  left.  Signs  of  peritonitis,  retention  of 
urine  and  constant  vomiting  immediately  occurred.  The 
temperature  fell  below  360  C.  and  death  took  place  during 
the  night  following  the  injury.  The  patient  was  cathe- 
terized  twice,  the  first  time  drawing  off  50  cc.  of  clear  urine, 
while  the  second  catheterism  obtained  very  bloody  urine. 
Autopsy.  In  the  middle  of  the  posterior  wall  of  the  blad- 
der a  hole  1  cm.  in  length  and  1/2  cm.  in  width,  having 
irregular  hemorrhagic  borders  and  extended  through  the  en- 
tire thickness  of  the  bladder  wall  and  was  accompanied  by  a 
rent  in  the  posterior  peritoneal  covering  4  cm.  in  extent.  In 
the  lower  third  of  the  large  intestine  was  a  spot  of  ecchy- 
mosis,  3  cm.  in  length  and  1  1/2  cm.  in  width,  which  in- 
volved the  entire  thickness  of  the  wall.  In  the  coecum  was 
an  irregular  hole  1  cm.  in  length  and  1/2  cm.  in  width. 
Acute  peritonitis  with  adhesions  of  the  omentum  and  intes- 
tine. In  the  abdominal  cavity  was  some  foul  smelling  fluid, 
mixed  with  fecal  matter. 

(3)  Rupture  of  the  Bladder  from  a  Horse  Kick.  A 
dragoon,  while  jumping  over  a  pole  during  a  riding  lesson, 
received  a  blow  in  the  abdomen  from  both  hoofs  of  the 
horse.  He  was  unable  to  void  urine  and  complained  of 
severe  pain  in  the  abdomen.  By  catheter  1/2  litre  of  very 
bloody  urine  was  withdrawn.  This  did  not  relieve  the 
severe  pain  and  ice  bags  and  opium  did  no  better.  After 
the  fifth  day  all  symptoms  of  rupture  of  the  bladder  seemed 
to  have  disappeared,  when  suddenly,  about  midnight,  the 
patient  had  a  cold  sweat  over  the  entire  body  and  no  urine 
could  be  obtained  by  catheter,  although  this  withdrew  clear 
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blood.  The  patient  collapsed  and  died  in  a  few  hours.  No 
autopsy. 

(4)  Rupture  of  the  Bladder  from  an  Artillery  Wagon 
Passing  Over  the  Pubis  and  Fracturing  It.  A  cannoneer 
while  on  his  wagon  ran  against  an  obstacle,  breaking  the 
shafts  and  throwing  him  on  his  back,  so  that  the  wagon  rode 
over  his  body.  After  a  few  hours  he  died  in  the  hospital 
from  severe  shock. 

( 5 )  Rupture  of  the  Bladder  from  a  Run  Over  by  a 
Wagon.  A  cannoneer  was  run  over  by  a  heavy  baggage 
wagon.  He  retained  consciousness,  but  complained  of 
severe  abdominal  pain.  There  was  an  extravasation  of 
blood  in  the  abdominal  walls,  and,  on  percussion,  abdominal 
dullness,  indicating  fluid,  was  detained.  Two  hundred  and 
fifty  cc.  of  bloody  urine  was  drawn  by  catheter.  The  pa- 
tient died  in  four  and  a  half  days  from  peritonitis. 
Autopsy.  A  general  peritonitis  was  found  and  a  horizontal 
tear  3.5  cm.  in  length  was  discovered  on  the  upper  portion 
of  the  bladder,  extending  posteriorly;  the  small  pelvis  was 
filled  with  urine.  Rupture  of  the  joint  of  the  pubic  bone 
and  fracture  of  the  horizontal  portion  of  the  pubis  extending 
to  the  hip. 

(6)  Rupture  of  the  Bladder  and  Ureter,  Numerous 
Fractures.  A  soldier  fell,  during  intoxication,  from  a  win- 
dow, one  story  high;  no  operation  on  account  of  the  very 
poor  general  condition.  Death  resulted,  but  no  mention  is 
made  of  an  autopsy. 

( 7 )  A  workman,  of  athletic  build,  lifted  with  a  comrade 
a  cement  pot  weighing  about  100  lbs.  On  lowering  this 
to  the  ground  he  experienced  a  sudden  and  severe  pain  in  the 
waist  line  and  legs.  He  rested  for  half  an  hour  and  then 
continued  working,  although  he  still  experienced  some  slight 
pain.  There  was  no  blood  in  the  urine  and  his  movements 
were  regular.  At  the  end  of  eight  days  toward  evening  he 
had  been  asleep  for  about  two  hours,  lying  with  his  face 
downwards  on  the  ground.  When  he  awoke,  he  experi- 
enced severe  pain  in  the  abdomen,  which  radiated  from  the 
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inguinal  region.  The  pains  also  increased  around  the  waist- 
line and  he  experienced  difficulty  in  breathing.  With  great 
difficulty  he  reached  his  home  and  found  he  could  pass  no 
urine,  although  the  desire  was  very  great.  He  appeared  to 
be  suffering  greatly  and  could  hardly  stand.  The  abdomen 
was  slightly  distended,  painful,  the  abdominal  muscles  very 
tense  and  the  body  bent  forward.  The  percussion  note  in 
the  lower  part  of  the  abdomen  was  dull,  while  above  it  was 
somewhat  tympanitic.  The  pulse  was  weak  and  rapid. 
About  one  litre  of  a  brownish  urine  was  withdrawn  by 
catheter,  after  which  the  patient  was  somewhat  relieved. 
During  the  next  twenty-four  hours  he  could  void  his  urine 
himself.  He  could  eat  nothing  and,  being  unable  to  lie 
down,  sat  in  a  chair.  Temperature,  36. 90  C.  On  the  sec- 
ond day,  the  temperature  was  360  C.  to  370  C.  Pulse, 
156.  Urine  was  drawn  by  catheter.  On  the  morning  of 
the  third  day  the  temperature  was  35. 90  C,  evening 
37. 40  C.  and  the  pulse  could  only  be  felt  in  the  femeral 
artery,  its  rate  being  100.  Death. 

At  autopsy  about  one  litre  of  urine-like  fluid  was  found 
in  the  small  pelvis,  mixed  with  a  little  pus.  The  intestines 
were  adherent;  purulent  peritonitis.  The  bladder  was 
found  to  be  ruptured  along  the  entire  extent  of  its  peri- 
toneal covering.  When  he  was  lifting  the  load,  an  incom- 
plete rupture  of  the  bladder  evidently  took  place,  that  is  to 
say,  of  the  mucous  membrane  and  muscular  coats,  and  eight 
days  later  the  rest  of  the  bladder  wall  had  been  torn  through. 

B 

(1)  Intraperitoneal  Rupture  of  the  Bladder  from  a 
Horse  Kick.  A  cavalry  private,  while  on  guard,  received  a 
blow  from  a  horse  in  the  right  lower  region  of  the  ribs. 
There  was  severe  shock,  bloody  urine,  great  distension  of 
the  abdomen.  Two  days  later  evidences  of  peritonitis  had 
been  relieved  by  a  properly  directed  treatment  and  the  blood 
in  the  urine  had  disappeared.  The  blood,  however,  reap- 
peared after  all  the  symptoms  of  peritonitis  had  been  absent 
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for  six  days  and  disappeared  again  after  the  use  of  tannin. 
Seven  weeks  after  the  injury  the  patient  was  allowed  to  get 
up  and  four  weeks  later  was  discharged  cured  and  able  to 
return  to  his  regiment. 

(2)  Rupture  of  the  Rectum  and  Bladder,  both  Intra- 
peritoneal. A  private,  while  jumping  over  a  stool,  fell 
down  along  with  it.  In  spite  of  severe  pain,  which  oc- 
curred soon  afterward  in  the  bladder  and  both  inguinal 
regions,  he  continued  to  exercise.  As  the  pain  increased, 
especially  on  bending  the  knees,  he  was  put  on  the  sick  list 
and  immediately  carried  to  the  hospital.  When  he  arrived, 
hemorrhage  was  found  near  the  anus  and  a  laceration 
12.5  cm.  in  the  perineum  and  anterior  wall  of  the  rectum. 
On  examination  an  even  rupture  was  found  3  cm.  above  the 
anus,  which  extended  anteriorly  from  above  downwards 
going  from  left  to  right  to  the  posterior  bladder  wall.  A 
definite  connection  between  the  bladder  and  rectum  could  not 
be  demonstrated  on  account  of  the  severe  pain  to  which  the 
examination  gave  rise.  Blood  was  drawn  from  the  bladder 
by  catheter.  Above  the  border  of  the  pubic  bone  on  both 
sides  of  the  bladder  was  a  somewhat  painful  tumor  about 
the  size  of  a  fist.  Irrigating  the  rectum  with  a  2%  boracic 
acid  solution  and  an  ice  bag  on  the  region  of  the  bladder 
were  ordered.  The  tumefaction  on  the  side  of  the  bladder 
diminished  in  size  and  the  pain  decreased.  On  the  first 
night  the  temperature  rose  to  a  38.70  C. ;  pulse,  80.  At 
eleven  o'clock  at  night  he  vomited  bile,  this  being  accom- 
panied with  great  abdominal  pain.  Extreme  pain  above 
the  symphysis  pubis.  He  could  not  urinate  spontaneously, 
but  with  the  catheter  100  cc.  of  urine,  mixed  with  much 
blood,  was  withdrawn.  He  had  four  stools  at  night  mixed 
with  blood.  After  each  movement  the  intestine  was  irri- 
gated with  the  boracic  acid  solution.  On  the  following 
morning  the  temperature  was  39°  C;  pulse,  100.  A  tam- 
pon soaked  in  tinct.  opii  was  applied  to  the  anus.  On  the 
following  day  the  urine  drawn  by  catheter  was  clear,  al- 
though occasionally  tinged  with  blood.    The  temperature 
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varied  between  390  and  380  C,  and  on  the  third  day  he 
presented  a  distinct  icterus  and  distension  of  the  abdomen, 
great  pain  in  the  region  of  the  bladder.  The  urine  was 
cloudy  and  had  a  very  foul  odor.  Therefore,  besides  irri- 
gation of  the  rectum,  the  bladder  was  washed  out  with  a 
2%  boracic  acid  solution.  Pulse,  130;  temperature,  390  C.  ; 
respiration,  24.  On  the  morning  of  the  fifth  day  the  tem- 
perature fell  to  37. 6°  and  the  pulse  was  104;  while,  in  the 
evening,  the  temperature  rose  and  he  vomited  twice.  On 
the  sixth  day  a  reddish  discoloration  appeared  in  the  skin 
over  the  right  iliac  region,  which  was  very  painful.  In  spite 
of  the  irrigations  the  urine  continued  to  remain  foul.  Morn- 
ing temperature,  37-6°;  evening,  3  8 .5 0 .  Pulse,  72. 
Microscopically,  vegetable  elements  could  be  found  in  the 
urine.  On  the  eighth  day,  the  pain  became  limited  to  the 
region  of  the  bladder  and  the  right  inguinal  region.  The 
discharge  from  the  rectum  and  the  fluid  obtained  by  the 
catheter  had  the  same  appearance  and  odor.  On  the  four- 
teenth day  the  irrigation  solution  introducted  into  the  blad- 
der by  the  catheter  came  away  by  the  anus.  The  general 
condition  rapidly  improved  and  the  appetite  was  good. 
Precautions  were  taken  to  prevent  bed  sores.  By  the  six- 
teenth day  the  flow  of  urine  from  the  anus  had  diminished. 
The  urine  withdrawn  by  catheter  still  had  a  slightly  foul 
odor.  The  icteric  discoloration  disappeared  on  the  eight- 
eenth day,  and  from  this  time  on,  all  the  irrigation  fluid 
introduced  into  the  bladder  was  returned  by  the  catheter. 
On  the  twentieth  day  the  urine  was  still  somewhat  foul.  On 
the  twenty-seventh  day  the  temperature  suddenly  rose  to 
3 8. 2°  and  the  pulse  to  100;  the  right  inguinal  region  again 
became  painful,  but  the  temperature  was  immediately 
lowered  by  irrigation  of  the  bladder,  the  pain  lasting  for  five 
days.  For  some  time  the  general  condition  varied,  there 
was  occasionally  a  foul  odor  to  the  urine  and  then  came  a 
period  of  improvement  of  much  longer  duration.  The 
urine  became  clearer  and  could  be  passed  spontaneously,  and 
finally    became    perfectly   clelar.    The    patient  recovered 
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rapidly,  could  walk  without  difficulty  and  was  finally  dis- 
charged cured. 

C 

(1)  Rupture  of  the  Bladder  from  a  Fall  from  a 
Horse.  A  hussar  received  a  crush  to  the  pelvis  on  Nov. 
14,  1896,  from  a  fall  from  a  horse,  the  latter,  in  turn,  fall- 
ing upon  him.  Free  liquid  could  be  detected  in  the  ab- 
dominal cavity,  and  as  the  urine  was  bloody  a  rupture  of  the 
bladder  was  suspected.  Laparotomy  on  Nov.  13th  under 
chloroform  narcosis.  Incision  12  cm.  in  length  was  made 
from  the  umbilicus  to  the  pubis  in  the  median  line.  Upon 
opening  the  peritoneum,  nearly  two  litres  of  a  yellowish 
red,  clear  urine  escaped.  The  abdomen  was  washed  out 
with  boracic  acid  solution.  A  rupture  4  cm.  in  length  was 
found  in  the  upper  part  of  the  bladder;  this  was  sutured  and 
the  wound  was  closed-.  After  the  operation,  the  patient 
was  restless  with  a  pulse  of  100.  He  felt  poorly  and  ether 
and  camphor  injections  were  administered,  along  with  two 
subcutaneous  injections  of  salt  solution.  The  heart  action 
was  weak,  and  this  increased.  Clear  urine  was  passed  upon 
several  occasions.  Death  from  exhaustion  and  paralysis  of 
the  heart.  Autopsy.  A  rent  in  the  bladder  5  cm.  in  length 
with  several  ruptures  of  the  peritoneum  covering  the  rectum 
were  found.  Commencing  peritonitis,  edema  of  the  lungs 
and  hemorrhage  into  the  heart  muscle. 

(2)  Extraperitoneal  Rupture  of  the  Bladder.  A  pa- 
tient twenty-one  years  old,  a  day  laborer,  fell  from  a  second 
story  window  on  to  the  street  on  June  19,  1898.  He  re- 
mained unconscious  and  was  removed  to  the  hospital.  Later 
on,  he  stated  that,  being  half  asleep  and  desiring  to  urinate, 
had  mistaken  the  window  for  the  door  and  fell  out.  Tem- 
perature, 370  C.  Other  than  a  fracture  of  the  left  tubercle 
of  the  radius,  there  was  no  external  injury.  Abdomen 
retracted;  pain  on  pressure,  especially  over  the  symphysis 
pubis  and  in  the  left  hypogastric  region.  A  firm  resistance 
could  be  felt  corresponding  to  a  limited  zone  of  dullness. 
No  crepitation  of  the  pelvic  bones.    No  movement  from  the 
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bowels  since  the  fall,  no  gas  passed,  no  spontaneous  micturi- 
tion. Catheterism  was  very  easy  and  400  cc.  of  a  very 
bloody-tinged  urine  was  withdrawn.  After  this  the  above- 
mentioned  dullness  disappeared  and,  consequently,  the  diag- 
nosis of  a  subcutaneous  bladder  rupture  was  made.  Warm, 
moist  applications  were  made  to  the  abdomen.  The  patient 
still  could  not  pass  urine  spontaneously,  the  dullness  in- 
creased, and,  on  June  20th,  operation  was  decided  upon. 
Narcosis  with  Schleich  mixture  No.  2.  Incision  above  the 
symphysis  parallel  with  Poupart's  ligament.  A  bloody  and 
very  urinous  smelling  liquid  made  its  exit  from  the  peri- 
toneal cavity,  while  on  the  bladder  was  seen  an  oblique 
rupture,  with  irregular  edge,  about  5  cm.  in  length.  The 
peritoneum  was  intact,  although  it  was  raised  up  to  quite  an 
extent  and  in  such  a  manner  that  a  large  cavity  was  formed, 
which  was  filled  with  a  fluid  having  an  odor  strongly  sug- 
gestive of  urine.  The  rent  in  the  bladder  was  sutured  in 
layers,  the  mucous  membrane  and  muscular  coat  with  catgut, 
the  external  layers  with  silk.  Another  incision  was  made 
along  the  rectus  muscle  upwards  in  order  to  expose  the  peri- 
toneal cavity;  this  was  found  having  a  grayish  discoloration. 
Excision  of  the  suspicious  places  at  points  where  the  peri- 
toneum was  torn ;  no  free  fluid  in  the  abdominal  cavity. 
Suture  of  the  peritoneum.  The  prevesical  space  was 
plugged  with  tampons  and  a  temporary  catheter  inserted. 

Bronchitis  developed  on  the  second  day  after  the  opera- 
tion, lobar  pneumonia  and  pleurisy;  the  wound  secreted 
profusely.  The  sutures  from  the  muscles  were  removed,  but 
no  reaction  was  found  around  the  wound.  After  the  third 
day  the  temporary  catheter  was  removed,  and  on  the  same 
day  a  swelling  appeared  in  the  abdomen  which  was  punc- 
tured and  resulted  in  the  withdrawal  of  a  serous  fluid; 
incision  and  drainage.  After  the  tenth  day  the  urine  was 
passed  spontaneously  and  the  pulmonary  complications  be- 
gan to  disappear.  On  the  thirteenth  day  the  dressings  were 
saturated  with  urine  and  a  fistula  from  2  to  3  cm.  in  width 
was  discovered  in  the  line  of  sutures.    On  the  twenty-fourth 
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day  following  the  development  of  the  fistula,  it  closed.  The 
patient  was  not  able  to  walk  for  four  months,  but,  within 
five  months  after  the  operation,  the  patient  was  discharged 
cured. 

(3)  Extraperitoneal  Rupture  of  the  Bladder;  Lapar- 
otomy.  A  cannoneer  sustained  rupture  of  the  bladder  on 
August  16,  1899,  from  a  fall  from  a  loft  twenty-one  feet 
high,  the  bladder  being  full.  Laparotomy  was  done  on 
August  17th.  The  portion  of  the  bladder  uncovered  by 
the  peritoneum  was  found  to  be  ruptured  horizontally  in 
two  spots  to  the  extent  of  7  cm.  and  about  10  cm.  in  length. 
The  bladder  wounds  were  closed  with  sutures.  Drainage. 
Permanent  catheter.  Abdominal  wound  nearly  closed  by 
sutures.  Soon  afterwards  a  piece  of  the  bladder  wall,  about 
as  large  as  a  silver  dollar,  was  cast  off.  By  irrigation  of 
the  bladder  with  a  3%  boric  acid  solution,  the  bladder  in- 
flammation subsided  in  about  four  months.  The  vesical 
fistula  and  abdominal  wound  closed  and  the  patient  was 
discharged  cured,  in  a  very  satisfactory  condition. 

(4)  Intraperitoneal  Rupture  of  the  Bladder.  A  man 
of  athletic  build,  thirty-nine  years  of  age,  while  boxing  with 
another  muscular  man,  received  a  severe  blow  on  the  abdo- 
men from  the  latter's  knee,  on  April  10,  1899,  at  about  one 
o'clock  in  the  afternoon.  During  the  morning  he  had  taken 
three  whiskies  and  had  urinated  the  last  time  at  9  A.  M. 
Immediately  after  the  blow  he  experienced  severe  pain  in 
the  lower  part  of  the  abdomen,  complained  of  a  great  desire 
to  urinate,  which  was  unsuccessful.  After  the  patient  went 
to  bed  he  felt  better.  Soon,  however,  he  experienced  pain 
and  a  desire  to  urinate  again  returned,  but,  in  spite  of  great 
effort  no  urine  was  passed.  His  physician  withdrew  about 
one-half  a  litre  of  bloody  urine  by  catheter.  Three  hours 
later  he  was  admitted  to  the  hospital,  and  here  about  200  cc. 
of  bloody  urine  were  removed  by  catheter,  after  which  he 
improved  and  experienced  great  relief.  On  examination, 
pain  was  only  complained  of  in  the  lower  portion  of  the 
abdomen,  and  this  only  when  pressure  was  exercised.  There 
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was  no  dullness,  although  the  abdominal  walls  were  very 
tense.  No  abdominal  distension,  temperature  normal,  the 
pulse  was  full  at  84  to  the  minute;  no  vomiting,  no  eructa- 
tions, and  the  general  appearance  was  good.  The  desire  to 
urinate  occurred  from  every  three  to  four  hours,  but  each 
time  the  catheter  was  resorted  to,  because  spontaneous  urina- 
tion was  impossible.  From  900  to  1,000  cc.  bloody  urine 
was  withdrawn  during  the  day. 

Three  days  later,  there  was  great  distension  of  the 
abdomen,  and,  in  the  afternoon,  vomiting  occurred,  and  the 
patient  complained  of  abdominal  pain.  Pulse,  96;  no  rise 
in  temperature.  General  condition  satisfactory.  The  fol- 
lowing morning  he  vomited  again  and  complained  of  still 
severer  pain;  pulse,  108;  appearance  not  so  good.  An 
operation  was  advised,  the  patient  at  first  objected,  but,  later 
on,  after  repeated  vomiting  and  severe  eructations,  he  con- 
sented. Laparotomy  was  done  on  April  14th,  with  the 
pubis  in  an  elevated  position.  On  inserting  the  rectenrynter, 
a  tear  with  ragged  edges  was  seen  on  the  posterior  wall  of 
the  bladder  about  2  cm.  in  length  and  extending  diagonally 
from  above  downwards.  The  peritoneum  surrounding  this 
presented  a  collection  of  pus,  the  surrounding  intestinal  coils 
were  somewhat  reddened  and  slightly  adherent  to  the  blad- 
der. Some  fluid  was  removed  from  Douglas'  pouch,  which 
makes  it  doubtful  whether  it  was  urine  or  a  serous  exudate. 
There  was  no  large  amount  of  urine  in  the  abdominal  cavity. 
The  rent  in  the  bladder  was  carefully  sutured,  the  sutures 
not  including  the  mucous  membrane.  After  suturing,  the 
bladder  was  distended  with  fluid  and  no  escape  from  the  line 
of  sutures  could  be  observed.  A  Mikulicz  gauze  tampon 
was  inserted  and  the  abdominal  wall  closed  in  layers.  Tem- 
porary catheter  and  syphonage.  After  the  operation  the 
patient  vomited  twice.  The  urine  was  nicely  drained,  there 
was  no  rise  in  temperature,  but  he  suffered  from  a  severe' 
singultus,  which  was  relieved  for  a  few  hours  by  an  injec- 
tion of  morphine.  His  condition  continued  favorable.  The 
pulse  and  temperature  remained  normal,  the  latter  only  in- 
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creasing  somewhat  when  he  belched.  On  April  19th  the 
temporary  catheter,  being  incrusted  with  uric  acid  salts,  was 
removed.  On  April  20th  the  iodoform  gauze  tampons  were 
removed  and  the  singultus  permanently  ceased.  On  April 
22d  the  permanent  catheter  was  removed.  Micturition  was 
spontaneous  and  in  sufficient  amount.  On  April  29th  the 
abdominal  sutures  were  removed,  and  on  May  6th  he  was 
discharged  in  good  condition  without  any  disturbances  of  the 
bladder. 

(5)  Intraperitoneal  Rupture  of  the  Bladder.  Patient 
fifty-six  years  old,  with  symptoms  of  tabes,  fell  while  in- 
toxicated into  a  hole.  Soon  after,  when  he  entered  the 
hospital  he  had  symptoms  of  intraperitoneal  rupture  of  the 
bladder.  Much  free  liquid  was  found  in  the  abdominal 
cavity.  A  silver  catheter  was  introduced  and  was  found  to 
enter  abnormally  far  and  about  100  cc.  of  almost  pure  blood 
was  withdrawn.  •  He  then  complained  of  severe  pains  in  the 
epigastrium,  the  abdomen  was  somewhat  distended,  but  soft. 
Temperature,  34. 90  C.    Pulse  small. 

Laparotomy.  On  opening  the  peritoneum  a  consider- 
able amount  of  blood  escaped.  With  the  finger,  a  tear 
about  6  cm.  in  length  could  be  detected  in  the  posterior  wall 
of  the  bladder.  Protecting  the  intestine  with  gauze,  the 
wound  in  the  bladder  was  clamped  and  pulled  forward  as 
much  as  possible,  the  hemorrhage  thus  being  controlled. 
Then  many  blood  clots  were  removed  and  the  rupture  closed 
by  a  triangular  suture.  On  account  of  the  poor  condition 
of  the  patient,  the  abdominal  cavity  was  cleared  as  much 
as  possible  of  the  fluid,  but  nevertheless,  it  could  not  be  com- 
pletely emptied,  so  that  drainage  was  established.  A  per- 
manent catheter  was  inserted. 

The  condition  rapidly  improved.  On  the  third  day 
there  was  no  sign  of  fluid  in  the  abdominal  cavity,  and, 
therefore,  the  drainage  was  removed  a  few  days  later-. 
After  five  days,  during  a  state  of  mental  confusion,  the 
patient  tried  to  get  up  and  a  loop  of  intestine  came  through 
the  abdominal  wound.    The  intestine  was  washed  and  re- 
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placed  and  the  abdominal  cavity  again  packed.  The  upper 
portion  of  the  abdominal  wound  was  sutured  a  few  days 
later  after  the  drainage  had  been  removed,  while  the  lower 
portion  was  loosely  packed.  The  wound  in  the  bladder  had 
closed  and  the  capacity  of  the  organ  was  found  to  reach 
200  cc.  At  those  points  where  the  abdominal  wound  had 
been  left  open,  healthy  granulations  sprung  up  and  the 
patient  rapidly  got  well. 

(6)  Intraperitoneal  Rupture  of  the  Bladder.  A  train 
porter,  forty  years  of  age,  was  run  over  by  a  baggage  car 
on  October  14,  1900,  the  car  passing  over  the  right  hip  and 
abdominal  region.  He  immediately  complained  of  several 
abdominal  pain  and  could  pass  neither  urine  nor  feces.  On 
the  day  following  a  physician  passed  a  catheter.  On  the 
evening  of  the  same  day,  for  the  first  time,  there  was  slight 
vomiting,  and  by  the  advice  of  his  physician,  he  entered  the 
hospital,  where  he  arrived  after  a  railroad  trip  of  five  hours, 
in  other  words,  forty-six  hours  after  the  accident. 

Examination  showed  a  large,  well-nourished  and  strong 
man.  Abdomen  somewhat  distended  and  the  right  lower 
half  somewhat  painful.  Percussion  showed  that  there  was 
quite  a  large  amount  of  free  fluid  in  the  abdominal  cavity. 
No  fracture  of  the  pelvic  bones  could  be  discovered.  About 
150  cc.  of  urine  was  drawn  by  catheter;  it  was  cloudy  and 
brownish  red  in  color.  Microscopically,  red  blood  cor- 
puscles could  be  seen  and  a  diagnosis  of  intraperitoneal 
rupture  of  the  bladder  was  made. 

Laparotomy  forty-eight  hours  after  the  injury. 
Trendelenburg's  position,  as  for  sectio  alta.  Incision  12  cm. 
in  length  in  the  median  line.  After  the  abdominal  walls 
had  been  incised  an  extensive  hematoma  was  seen,  but  there 
was  no  evidence  of  urinary  infiltration.  A  large  amount  of 
reddish-yellow  fluid  was  found  in  the  abdominal  cavity,  hav- 
ing a  distinct  urinous  odor.  On  the  fundus  of  the  bladder 
was  found  an  almost  horizontal  tear,  4  cm.  in  length,  with 
irregular  edges.  This  was  closed  in  layers,  catgut  being 
used  for  the  mucous  membrane  and  the  muscular  layer, 
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while  the  peritoneum  was  closed  with  silk.  The  abdominal 
wound  was  closed.  Temporary  catheter  was  inserted. 
The  recovery  was  uneventful,  all  the  wounds  healing  by 
first  intention,  and  the  patient  left  the  hospital  cured  at  the 
end  of  three  weeks. 

(7)  Extraperitoneal  Rupture  of  the  Bladder  from  a 
Fall;  Urinary  Infiltration.  A  patient  fell  from  a  horse  and 
received  several  kicks  from  the  animal.  Immediately, 
there  was  much  effusion  of  blood  in  the  scrotum.  On  the 
day  following,  the  patient  suffered  with  severe  pain  in  the 
hypogastrium  and  could  only  pass  a  few  drops  of  bloody 
urine;  otherwise  no  blood  was  discharged  from  the  urethra 
and  a  rubber  catheter  could  be  passed  with  ease  into  the 
bladder.  On  the  eighth  day  the  urinary' infiltration  was  re- 
lieved by  two  incisions  in  the  perineum  and  in  the  inguinal 
region,  after  which  the  temperature  dropped  and  much 
relief  was  obtained.  Belamare,  who  recorded  this  case, 
diagnosed  it  as  a  rupture  in  the  lower  posterior  portion  of 
the  bladder. 

(8)  Extraperitoneal  Rupture  of  the  Bladder.  A 
teacher,  who  was  jumping  from  a  boat  when  landing,  fell 
and  struck  astride  a  picket  which  was  lying  under  the  water. 
There  was  no  external  wound.  The  urinary  infiltration  in- 
creased to  such  an  extent  that  a  physician  incised  the  ab- 
dominal wall  under  chloroform  narcosis  and  found  the 
collection  seated  around  the  bladder  on  its  anterior  aspect. 
The  organ  being  collapsed  was  left  alone.  Gangrene  of 
the  scrotum  followed,  likewise  an  abscess  in  the  perineum, 
which  opened  and  resulted  in  the  formation  of  a  urethral 
fistula.  The  patient,  however,  made  a  complete  recovery 
and  was  discharged  cured. 

(9)  Intraperitoneal  Rupture  of  the  Bladder.  An 
officer,  twenty-four  years  of  age,  received  several  severe 
blows  on  the  abdomen.  On  his  way  home,  blood  was 
passed  from  the  urethra.  In  spite  of  great  effort  he  could 
pass  no  urine,  and  for  fifty-six  hours  following  the  injury 
not  a  drop  of  urine  could  be  voided  spontaneously  and  a 
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catheter  was  then  passed  for  the  first  time,  200  cc.  of  bloody 
urine  being  withdrawn.  Ledderhose  saw  the  patient  two 
hours  later,  at  which  time  he  presented  definite  symptoms  of 
peritonitis.  A  temporary  catheter  was  inserted.  After 
five  hours,  500  cc.  of  bloody  urine  was  expelled.  There 
was  absolute  dullness  over  the  entire  right  half  of  the  ab- 
domen, but  this  disappeared,  probably  on  account  of  re- 
sorption of  the  urine  in  the  abdominal  cavity;  there  was  a 
general  improvement.  On  the  fifth  day  following  the 
accident  and  after  the  catheter  had  been  irregularly  carrying 
out  its  duties,  pain,  dullness  and  resistance  were  again  evi- 
dent in  the  right  half  of  the  abdomen.  On  the  seventeenth 
day,  just  above  the  crest  of  the  ilium  an  intraabdominal  pus 
cavity  was  opened  and  was  found  to  be  in  connection  with 
the  bladder.  It  communicated  by  means  of  a  rent  in  the 
right  posterior  lower  wall  of  the  organ.  Recovery  fol- 
lowed, the  bladder  regaining  its  functions  perfectly. 

(10)  Extraperitoneal  Rupture  of  the  Bladder.  A 
young  man,  while  jumping,  fell  against  a  sharp  body  and  re- 
ceived a  blow  in  the  region  of  the  bladder.  There  was 
escape  of  bloody  urine  and  then  retention  occurred.  When 
he  entered  the  hospital  a  hard,  tender  tumor  was  felt  be- 
tween the  umbilicus  and  the  pubis  and  by  catheter  only  a 
few  drops  of  very  bloody  urine  were  withdrawn.  Lapar- 
otomy was  done  three  days  after  the  injury.  An  incision 
5  cm.  in  length  was  made  in  the  median  line;  the  subcu- 
taneous fat  was  a  dirty  brown-red  color  and  of  jelly-like 
consistency.  At  the  bottom  of  the  wound  the  bladder  was 
found  with  a  perforation  on  its  anterior  aspect,  directly  be- 
low the  vertex.  The  opening  was  large  enough  to  admit 
one  finger.  The  rent  was  not  opened;  iodoform  gauze 
tampon  and  drainage  was  established.  The  patient  re- 
covered. 

(11)  Intraperitoneal  Rupture  of  the  Bladder.  A 
sixteen-year-old  boy  was  brought  to  the  Clinic  on  May  19, 
1900,  who,  in  the  morning  at  seven  o'clock  had  been  run 
over,  the  wagon  passing  over  the  right  thigh  and  right  half 
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of  the  pelvis.  The  boy  complained  of  severe  pain  in  the 
right  inguinal  region.  After  the  injury  he  passed  spon- 
taneously some  clear  urine,  apparently  without  any  admix- 
ture of  blood.  He  was  a  well-nourished  and  developed 
boy,  the  thoracic  and  abdominal  organs  showed  no  patho- 
logic change.  The  right  leg  was  rotated  outwards  and 
perfectly  limp.  A  spindle-shaped,  bluish-black  swelling 
was  seen  in  the  soft  parts  of  the  thigh  at  its  upper  part,  just 
below  the  inguinal  fold  and  extended  outwards  to  the  an- 
terior superior  iliac  spine.  The  right  inguinal  region  was 
slightly  bluish  and  tender  to  the  touch.  Active  motion  of 
the  leg  was  retained  and  crepitation  could  be  elicited  by 
pressure  over  the  pelvis.  There  were  no  bladder  symptoms 
and  50  cc.  of  perfectly  clear  urine  was  passed  spontaneously. 
Examination  per  rectum  showed  nothing  abnormal.  Suture 
of  the  laceration  present  in  the  right  half  of  the  scrotum. 
An  X-Ray  examination  verified  the  diagnosis  of  fracture  of 
the  pelvis.  There  was  separation  of  the  right  horizontal 
and  descending  pubic  ramus  from  the  ischium  to  the  ilium. 
A  Volkmann  splint  was  applied  to  the  right  leg.  On  the 
evening  of  the  second  day  the  general  condition  became 
worse  and  repeated  vomiting  occurred.  The  pulse,  how- 
ever, was  stronger,  100  beats  to  the  minute,  while  the  res- 
piration was  regular.  On  the  following  morning  the  boy 
was  found  with  edematous  skin,  which  was  of  a  bluish-red 
color,  respiration  27,  a  small  pulse  of  140,  with  a  tempera- 
ture of  38. 50  C.  The  abdomen  was  slightly  distended  and 
tender  on  pressure.  No  desire  to  urinate.  A  small  amount 
of  urine  containing  black  particles  was  withdrawn  by  cathe- 
ter and  microscopically  these  particles  were  found  to  be 
coagulated  blood.  On  account  of  the  severe  pain  in  the 
abdomen  and  the  rapidly  declining  health  of  the  patient,  a 
diagnosis  of  rupture  of  the  bladder  was  made. 

Laparotomy  was  done  thirty-five  hours  after  the  acci- 
dent, under  chloroform  narcosis.  An  incision  was  made  in 
the  median  line  about  seven  centimetres  in  length.  On 
opening  the  peritoneum  a  large  amount  of  light  yellow  alka- 
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line  urine  escaped  from  the  abdominal  cavity.  The  pouch 
of  Douglas  was  swabbed  out,  the  patient  being  in  the  dorsal 
position  with  the  pelvis  raised.  By  careful  examination  a 
tear  was  discovered  in  the  right  posterior  half  of  the  fun- 
dus of  the  bladder;  it  was  about  1  1/2  cm.  in  length  and 
urine  flowed  from  it;  its  edges  were  irregular  and  jagged. 
By  catheter,  a  clear  acid  urine  was  withdrawn.  The  rent 
was  closed  by  five  catgut  sutures,  which  included  the  peri- 
toneum and  muscular  layer,  and  over  these  seven  silk  Lem- 
bert  sutures  were  introduced.  The  line  of  sutures  was 
covered  with  iodoform  strips,  which  were  brought  out 
through  the  abdominal  wound.  After  careful  cleansing  of 
the  intestine  the  abdominal  wound  was  closed  with  through 
and  through  silk  sutures  down  as  far  as  the  point  where  the 
iodoform  strips  came  out.  A  temporary  catheter  was  in- 
serted. 

For  several  days  following  the  operation  the  tempera- 
ture remained  at  39.5 0  C,  but  later  it  became  normal. 
Other  than  a  small  abscess  in  the  inguinal  region,  which 
rapidly  healed  after  incision  and  drainage,  there  was  no  dis- 
turbance in  the  convalescence.  Clear  urine  was  voided 
through  the  temporary  catheter,  which  was  changed  on  sev- 
eral occasions  on  account  of  the  formation  of  urinary 
deposits. 

The  catheter  was  removed  on  the  eleventh  day  and  spon- 
taneous micturition  was  found  to  take  place.  From  the 
eighteenth  to  the  twenty-seventh  day  the  urine  escaped 
through  the  abdominal  wound,  showing  that  the  bladder 
sutures  were  not  perfect.  However,  nothing  further  devel- 
oped and  the  iodoform  gauze  was  removed  on  the  thirty- 
ninth  day.  On  the  forty-fourth  day  the  patient  was  allowed 
up  and  eight  days  later  he  was  discharged  cured. 

(12)  Operative  Preperitoneal  Rupture  of  the  Bladder. 
This  case  was  reported  by  Whyett.  On  distending  a  chron- 
ically diseased  bladder,  with  350  cc.  of  fluid  before  opera- 
tion, the  distended  viscus  was  suddenly  seen  to  disappear  be- 
hind the  pubis.    The  extra-peritoneal  rent  in  the  bladder  was 
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easily  found  and  drained.  There  was  no  tear  on  the 
intraperitoneal  aspect  of  the  organ.  On  account  of  a  rise 
in  temperature  on  the  following  day,  the  abdominal  cavity 
was  irrigated  with  a  hot  salt  solution  and  later  on  an  incision 
was  made  in  the  perineum  on  account  of  infiltration  of  urine. 
Recovery  was  rapid. 

(13)  Subcutaneous  Rupture  of  the  Bladder.  This  case 
occurred  in  the  Surgical  Clinic  of  Munich.  The  patient,  a 
male,  42  years  old.  He  states  that  on  March  9,  1903,  after 
drinking  from  2  to  3  litres  of  beer  during  the  evening,  he 
started  to  urinate,  when  he  fell  over  a  threshold.  He  fell 
directly  on  the  abdomen,  after  which  he  complained  of  pain, 
but  went  to  his  home  without  difficulty.  The  physician  sum- 
moned passed  the  catheter  twice  and  withdrew  bloody  urine. 
During  the  night  the  pain  increased  and,  on  the  advice  of 
his  physician,  the  patient  took  a  five  hour  railroad  trip  to 
Munich  and  entered  the  Clinic.  He  was  able  to  walk  up  the 
stairs  unassisted.  During  the  evening  and  night  pain  was 
so  severe  that  the  patient  did  not  sleep.  He  also  stated 
that  he  had  suffered  from  abscess  of  the  tonsil  and  about 
fifteen  years  ago  had  a  double  pneumonia. 

Examination  on  March  10th  showed  a  strong,  but  fat 
man.  In  general,  the  patient  was  in  good  condition  with  a 
fairly  strong  and  regular  pulse,  92  to  the  minute.  Abdomen 
greatly  distended  and  evenly  tense.  Distinct  dullness  from 
the  umbilicus  to  the  pubis  and  extending  to  the  right,  but 
more  particularly  to  the  left  hypogastric  region;  no  dullness 
over  the  dependent  parts.  Great  tenderness  on  pressure  over 
the  entire  area  of  dullness,  especially  on  the  left.  Rectal 
examination  negative;  no  feces  in  the  ampulla.  A  Mercier 
catheter  was  easily  introduced  into  the  bladder  and  blood- 
tinged  urine  was  withdrawn.  Altogether,  about  half  a  litre 
flowed  away.  The  urine  flowed  when  the  catheter  reached 
the  neck  of  the  bladder,  but,  when  the  instrument  was  in- 
serted into  the  organ,  no  urine  came  away.  A  warm  boracic 
acid  solution  came  away  clear.  After  a  half  of  litre  of  urine 
had  been  drawn  off,  the  upper  limits  of  the  dullness  were 
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found  to  be  two  fingers'  breadth  below  the  umbilicus;  the 
zone  of  dullness  was  also  lessened  on  the  sides,  contraction 
of  the  abdominal  muscles  was  relieved  and  the  patient  de- 
clared himself  very  much  better.  An  examination  of  the 
interior  of  the  bladder  with  a  sound  fails  to  reveal  the  pres- 
ence of  any  body.  The  perineum  appeared  normal.  The 
patient  was  kept  quiet  and  ordered  hot  applications. 

March  n.  During  the  night  the  patient  vomited  three 
times,  the  nature  of  the  vomit  being  a  dark  bile  with  no  fecal 
odor.  In  the  morning  there  was  great  abdominal  distention, 
an  increased  zone  of  dullness  extending  a  finger's  breadth 
above  the  umbilicus  and  more  particularly  directed  towards 
the  right  hypogastrium  and  the  entire  left  hypogastrium. 
Dullness  over  the  dependent  portions  of  the  abdomen  was 
found  on  both  sides.  Great  tenderness  on  pressure,  constant 
desire  to  vomit,  restlessness,  pulse  small  and  rapid. 

By  catheter  only  250  cc.  of  urine  could  be  obtained  and 
was  somewhat  tinged  with  blood  as  on  the  evening  before. 
The  urine  can  only  be  drawn  when  the  eye  of  the  catheter 
reaches  the  neck  of  the  bladder. 

Under  ether  narcosis  an  incision  was  made,  20  cm.  in 
length  and  extending  from  a  little  below  the  umbilicus  to  the 
pubis.  After  incision  of  the  transverse  fascia  a  large  amount 
of  bloody  urine  made  its  exit.  When  the  peritoneum  was 
opened  more  urine  escaped.  The  peritoneum  bulged  so,  this 
being  due  to  distended  gut,  that,  in  the  first  place,  a  dis- 
tended bladder  was  suspected,  especially  because  the  peri- 
toneum itself  had  a  dirty  aspect  and  in  the  upper  part  there 
was  a  good  deal  of  fat. 

On  further  examination  the  bladder  was  found  completely 
collapsed  and  lying  behind  the  pubis.  The  anterior  wall  of 
the  organ  had  a  longitudinal  rent  extending  to  the  peritoneal 
fold;  this  opening  was  more  towards  the  left  side  and  ex- 
tended from  the  fundus  of  the  organ  to  the  urethral  orifice. 
Its  borders  were  greatly  lacerated.  In  order  to  reach  it,  a 
horizontal  incision  to  the  extent  of  10  cm.  was  made  per- 
pendicularly to  the  longitudinal  incision,  2  fingers'  breadth 


274     AMERICAN  JOURNAL  OF  UROLOGY 


above  the  symphysis  and,  in  doing  this,  the  recti  were  incised. 
The  rupture  was  closed  with  twenty-two  silk  sutures,  which 
only  included  the  muscular  layer.  Before  doing  this  the 
catheter  was  passed  into  the  urethra.  The  muscle  and  fascia 
were  closed  with  catgut  after  a  careful  plugging  of  the  pre- 
vesical space  with  iodoform  gauze  had  been  made.  The  skin 
incision  was  closed  as  far  as  the  lower  angle  of  the  wound. 

Urine  was  voided,  almost  free  from  blood.  Some  liquid 
feces  appeared  in  the  irrigation  fluid.  On  account  of  the 
persistent  singultus  and  frequent  vomiting  of  bile,  the  stom- 
ach was  washed  out.  On  the  twelfth  of  March,  640  cc. 
of  urine  were  passed.  Abdomen  less  distended  and  not  so 
tender.  Flatus  passed.  Stomach  irrigated  on  account  of 
vomiting.  Tinct.  strophanthi  gtts.  10;  morphine  subcutane- 
ously.  Bandage  changed,  gauze  fairly  well  saturated.  March 
13.  J)uring  the  night  the  patient  pulled  out  catheter.  430 
cc.  of  urine.  In  spite  of  this  the  dressings  were  dry.  A 
Mercier's  catheter  was  inserted  because  the  other  kind  could 
not  be  inserted.  Blood  stained  urine  was  withdrawn.  Two 
enemata  were  given,  resulting  in  a  free  movement.  Vomit- 
ing ceased.  March  14.  Total  amount  of  urine  510  cc. ; 
March  15,  810  cc. ;  March  16,  10 10  cc.  Dressings  changed. 
Edges  of  wound  somewhat  reddened  and  a  pyoid  secretion 
was  found  on  the  drain.  Urine  does  not  escape  through  the 
drainage  opening.  The  tampons,  however,  were  saturated 
with  secretion,  and  smaller  ones  were  inserted.  On  the  sev- 
enteenth of  March,  2,220  cc.  of  urine  were  passed  and  prac- 
tically the  same  amount  on  the  next  day.  On  March  19, 
a  bilateral  bronchitis  developed;  temperature  36. 0  C. ;  urine 
810  cc.  On  the  20th  of  March,  1,010  cc.  were  voided; 
bronchitis  much  worse  and,  in  spite  of  energetic  treatment, 
continued  so.  The  wound  secretion  very  profuse  so  that 
the  wound  was  largely  opened  up.  After  large  necrotic 
bands  of  fascia  had  been  removed  the  bladder  sutures  were 
found  in  perfect  condition.  The  urine  diminished  on  the 
21st  and  22nd  of  March  but,  unfortunately,  bilateral  hypo- 
static pneumonia  occurred,  the  patient  dying  at  eleven  o'clock 
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in  the  morning.    Unfortunately  autopsy  was  not  permitted. 

From  these  twenty-two  cases  it  will  be  seen  that  8  were 
treated  by  laparotomy,  3  by  sectio  alta,  and  6  on  the  ex- 
pectant plan.  The  etiology  of  the  bladder  perforation  may 
be  divided  into  three  heads,  namely,  (1)6  cases,  4  of  which 
were  caused  by  horse  kicks  and  2  by  blows  on  the  abdomen; 
(2)  11  cases,  4  of  which  were  caused  by  a  fall,  2  from  jump- 
ing and  2  from  falling  astride  of  pickets,  2  from  a  fall  on 
the  abdomen  and  1  from  a  fall  into  a  hole;  (3)  5  cases,  4 
of  which  were  runovers  and  1  by  injection  of  fluid  into  the 
bladder. 

Of  these  bladder  injuries,  9  were  extraperitoneal  with  3 
deaths,  1 1  were  intraperitoneal  with  5  deaths,  2  were  in- 
definite, with  1  death.  As  to  the  nature  of  the  tear  it  was 
only  demonstrated  in  12  cases.  Of  these  there  were  5  on 
the  anterior  abdominal  wall,  in  7  the  opening  was  on  the 
posterior  wall;  5  tears  were  longitudinal,  3  horizontal  and  4 
oblique. 

As  to  age  and  occupation  it  will  be  seen  that  the  majority 
of  cases,  17  in  number,  occurred  during  early  manhood,  2  in 
the  30's,  in  1  the  patient  was  40  years  old,  1  was  56 
years  of  age  and  the  youngest  was  16  years  old. 

The  occupation  of  the  patients  was  as  follows:  1  officer, 
1  teacher,  2  business  men,  1  railroad  porter,  7  workmen 
and  10  soldiers.  With  one  exception  the  injury  was  pro- 
duced in  the  soldiers  in  connection  with  their  military  serv- 
ice. The  infantry  is  more  apt  to  receive  severe  injury  from 
gunshot  wounds. 

As  to  the  time  of  death,  one  patient  died  in  two  hours 
from  shock  and  two  in  twenty-four  hours;  one  in  two  days 
from  peritonitis  and  shock,  one  in  four  days,  one  in  five  days 
and  one  eleven  days  from  the  purulent  peritonitis.  These 
occurred  in  division  A  of  this  paper.  The  two  cases  given 
in  division  B  recovered  without  operation  and  were  only 
catheterized  and  had  bladder  irrigations;  they  recovered 
respectively  in  eleven  and  fourteen  weeks  of  treatment. 

Of  the  13  cases  in  division  C  who  were  operated  on,  2 
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died,  i  in  five  days,  the  other  thirteen  days  after  the  injury. 
Those  operated  on  were  cured  in  from  three  to  five  weeks. 

Relative  to  the  consistency  of  the  bladder,  Stubenrauchs 
asserts  from  his  experimental  work  that  firmness  and  elas- 
ticity of  the  bladder  and  a  certain  amount  of  distension  are 
necessary  in  order  that  a  rupture  can  arise,  whereas,  the 
kind  of  force  and  the  location  are  of  minor  importance,  this 
being  verified  seven  times  in  the  cases  reported  under  Divi- 
sion C,  where  in  them  the  bladder  was  stated  to  be  more  or 
less  full  at  the  time  of  the  injury.  A  noteworthy  point  is 
certainly  the  amount  of  distension  of  those  portions  of  the 
intestine  lying  over  the  bladder.  When  filled  with  fecal 
matter  they  press  upon  the  organ,  this  not  being  the  case 
when  they  are  distended  with  gas. 

An  incomplete,  or  even  complete  rupture  of  the  bladder, 
in  which  the  opening  was  temporarily  closed  by  a  portion  of 
the  intestine  or  tissues,  was  observed  in  Case  7,  Division  A. 
The  patient,  who  suddenly  experienced  severe  pain  in  the  ab- 
domen and  legs  on  lifting  a  heavy  weight,  could  continue  his 
work  after  he  had  rested  for  half  an  hour,  and  it  was  only 
eight  days  later  that  he  suddenly  complained  of  severe  ab- 
dominal pain,  with  anuria,  increasing  collapse  and  death 
three  days  later  from  purulent  peritonitis. 

The  peculiar  feature  in  this  case  is  that  rupture  of  the 
bladder  must  have  resulted  from  a  sudden  pressure  of  the 
contracted  abdominal  muscles.  It  seems  probable  that  the 
abdominal  pressure,  suddenly  brought  into  full  activity,  had 
an  action  quite  similar  to  a  blow. 

In  case  15  the  rupture  was  the  result  of  an  injection  of 
350  cc.  of  liquid  into  a  chronically  diseased  bladder,  this 
being  done  before  an  operation  was  to  be  undergone;  how- 
ever, a  laparotomy,  followed  by  drainage,  resulted  in  a  rapid 
recovery  of  the  patient. 

Among  the  complications  arising  in  rupture  of  the  blad- 
der, we  find  in  one  case  a  fracture  of  the  radius,  in  one 
laceration  of  the  rectum,  in  two  pneumonia  and  bronchitis 
and  several  vesical  fistulae,  while  in  still  another,  there  was 
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necrosis  and  elimination  of  a  piece  of  the  bladder  wall  the 
size  of  a  silver  dollar. 

A  special  incident  occurred  in  case  7,  where  the  patient, 
during  the  night,  in  a  confused  mental  condition,  got  up 
and  by  so  doing  forced  a  loop  of  intestine  through  the  ab- 
dominal wound  and  fortunately  recovered.  In  two  instances 
the  patients  removed  the  temporary  catheter  during  delirium, 
although  no  harm  accrued  from  this. 

In  the  treatment  of  rupture  of  the  bladder,  the  most 
difficult  question  is  the  symptomatology,  and  then  there  is 
also  divergence  of  opinion  as  to  the  operation.  A  certain 
number  of  surgeons  prefer  to  temporize,  while  others  resort 
to  an  immediate  exploratory  incision.  Schlange,  Mikulicz, 
MacCormic  and  others  advise  immediate  laparotomy  when 
there  is  any  doubt.  If  the  rupture  is  intraperitoneal,  the  ab- 
dominal incision  should  be  enlarged  and,  by  freely  exposing 
the  bladder,  the  opening  can  be  sutured.  Blum,  on  the  other 
hand,  immediately  opens  the  abdomen  in  the  median  line 
as  soon  as  rupture  is  suspected  and  is  thus  able  to  reveal  the 
entire  extent  of  the  injury. 

When  the  diagnosis  is  certain  in  the  case  of  an  extra- 
peritoneal rupture  arising  on  the  anterior  wall  of  the  bladder, 
Schlange  is  of  the  opinion  that  the  best  treatment  is  to  suture 
the  borders  of  the  opening  in  the  bladder  to  the  abdominal 
wound  and  then  plugging  with  gauze.  He  unites  the  organ 
to  the  skin,  only  including  the  mucous  membrane  in  the 
sutures.  In  this  way  further  hemorrhage  is  prevented,  free 
escape  is  given  to  the  urine  and  a  temporary  catheter  is  un- 
necessary. In  intraperitoneal  ruptures  laparotomy  should 
be  done,  according  to  him,  followed  by  suture  of  the  blad- 
der opening  and  cleansing  of  the  abdominal  cavity. 

Giiterbock  advises  laparotomy  in  doubtful  cases  and  irri- 
gation of  the  abdominal  cavity.  The  opening  into 
bladder  is  closed  with  sutures  and  then  the  organ  is  sutured 
to  the  abdominal  incision. 

Alexander  has  given  the  following  rules:  (1)  Much  time 
is  lost  in  making  the  diagnosis  between  intra  and  extraperi- 
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toneal  rupture,  so  it  is  advisable,  in  all  cases,  to  immediately 
operate,  first  exposing  the  prevesical  space  and,  if  nothing 
is  found  here,  the  peritoneum  is  opened.  (2)  The  ab- 
dominal cavity  should  be  cleansed  with  a  hot  sterile  salt 
solution.  (3)  Suture  of  the  bladder.  He  believes  that  the 
suture  material  is  of  less  importance  than  the  method  of 
sewing.  He  advises  Lembert  silk  sutures,  which  are  re-en- 
forced by  a  mattress  suture. 

Ledderhose,  on  the  other  hand,  recommends  an  expectant 
treatment  with  the  use  of  temporary  catheter  for  several 
hours.  If  operation  then  seems  necessary,  if  much  fluid  has 
collected  in  the  abdominal  cavity,  it  is  safer  to  make  several 
incisions  without  closing  the  wound  in  the  bladder.  Even 
after  opening  an  encapsulated  peritoneal  exudate,  this  writer 
bel  ieves  that  suture  of  the  bladder  should  be  omitted,  the 
after  treatment  consisting  in  drainage  and  a  temporary  cathe- 
ter. He  is  convinced  that  in  cases  of  intraperitoneal  rupture 
complicated  with  peritonitis,  this  treatment  will  give  the 
lowest  mortality. 

Most  surgeons  appear  to  favor  the  Trendelenburg  position 
and  cleansing  the  abdominal  cavity  with  gauze  tampons 
wrung  out  in  hot  sterile  salt  solution,  and  when  peritonitis 
is  present,  rubber  drains  should  be  freely  used.  In  all  cases 
a  temporary  catheter  should  be  inserted.  Careful  gauze 
packing  of  the  prevesical  space  and,  if  necessary,  incision  of 
the  perineum  in  cases  of  infiltration  are  to  be  recommended 
in  all  cases. 

The  method  of  closing  the  wound  in  the  bladder  varies 
and  many  complicated  techniques  have  been  given.  Socin 
was  an  ardent  advocate  of  the  three  layer  suture,  while 
Rasumowsky  obtained  good  results  by  suturing  the  bladder 
to  the  anterior  abdominal  will.  His  technique  is  as  follows: 
A  silver  wire  bearing  a  needle  on  each  end  is  passed  through 
the  bladder  wall  without  including  the  mucosa.  An  internal 
and  external  stitch  is  then  taken  on  the  right  side  in  close 
proximity  to  the  wound  in  the  bladder,  and  then  both  ends 
of  the  suture  are  brought  over  the  wound  to  the  left  side 
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and  passed  through  the  left  border  of  the  abdominal  in- 
cision; the  latter  including  the  skin  and  muscle,  is  sutured 
from  within  outwards,  so  that  both  ends  of  the  suture  can  be 
brought  near  together  through  the  skin.  The  same  pro- 
cedure is  then  carried  out  on  the  right.  When  both  sutures 
are  drawn  together  the  wound  becomes  closed  and,  at  the 
same  time  its  borders  are  inverted  just  as  occurs  in  the  Lem- 
bert  suture  and  the  edges  of  the  abdominal  incision  are  also 
brought  into  approximation.  This  suture  may  be  termed  a 
double  mattress  stitch  and,  according  to  the  size  of  the  open- 
ing into  the  bladder,  from  three  to  four  are  required.  The 
advantage  of  this  suture  is  that  no  buried  sutures  are  left 
either  in  the  bladder,  or  prevesical  space. 

Other  surgeons  first  unite  the  mucosa  with  catgut  and  then 
use  two  or  three  layers  of  silk  Lembert  suture.  Balucescu 
closes  the  opening  as  follows:  On  one  side  of  the  wound 
he  separates  the  muscular  layer  from  the  mucosa  to  the 
extent  of  about  cm.  The  mucosa  is  then  sutured,  while 
the  muscular  layer  at  one  side  is  fixed  in  the  space  on  the 
opposite  side  and  then  the  separated  portion  should  be 
brought  over  and  held  in  place  by  sutures.  In  this  way  he 
claims  that  the  opening  into  the  bladder  is  firmly  closed  and 
that  a  temporary  catheter  becomes  unnecessary. 

Personally,  I  believe  that  it  is  better  never  to  include  the 
mucosa  in  the  sutures,  because  incrustation  is  liable  to  take 
place  upon  them  and  I  believe  that  the  simplest  and  best 
method  is  just  to  pass  the  stitches  through  the  muscular  layer 
and  pertioneum.  The  after  treatment  should  be  to  secure  a 
regular  evacuation  of  the  urine  by  catheter  and  keeping  the 
bowels  freely  opened. 


Dr.  E.  Blasucci  informs  us  that  there  has  been  formed  in 
Italy  the  "  Societa  Italiana  di  Urologia,"  and  its  first  Con- 
gress was  recently  held  in  Rome. 


Contributed  by  the  Author  to  The  American  Journal  of  Urology. 

HOW  TO  OPEN  A  BLADDER. 


By  Dr.  F.  Cathelin, 
Formerly  Chief  of  Clinic  at  the  Faculty  of  Medicine,  Paris. 

IN  olden  times  the  opening  of  a  bladder  was  a  terrible 
operation,  so  much  so  that  the  famous  Hippocratic  oath 
contained  the  following  article:  "I  will  not  cut  persons 
laboring  under  the  stone,  but  leave  this  to  be  done  by  men  who 
are  practitioners  of  this  work."  Later,  from  the  twelfth  to 
the  fifteenth  centuries,  only  the  Master  Surgeons,  "those  of 
great  experience,"  had  the  right  to  perform  this  operation, 
not  "  those  of  the  barber  trade,  of  small  experience."  The 
fact  is  that  in  spite  of  the  skill  of  certain  lithotomists  of  repute 
cutting  for  stone  was  frequently  a  fatal  operation. 

While  the  history  of  the  good  old  times  is  in  great  con- 
trast with  the  present  simplicity  of  the  operation,  yet  surgery 
to-day  gradually  has  simplified  and  perfected  the  technique  of 
this  procedure  by  the  invention  of  new  instruments. 

iLejars,  in  his  "Emergency  Surgery,"  ends  by  saying  that 
one  must  have  a  great  deal  of  experience  in  order  to  operate 
with  assurance.  Personally  I  define  surgery  often  "the  art  of 
being  at  one's  ease  "  by  studying  the  difficulties  of  technique 
and  employing  instruments  which  simplify  these  difficulties. 
Few  instruments  are  needed,  but  they  must  be  good. 

Urinary  surgery,  indeed,  is  a  branch  which  requires  most 
skill,  for  the  surgeon  is  continuously  hampered  by  the  presence 
of  bony  obstructions  and  is  frequentlv  obliged  to  work  in  the 
depth  of  cavities  without  the  aid  of  sight,  whether  he  is  strip- 
ping a  kidney  situated  high  up  under  the  ribs  or  whether  he 
is  clamping  a  bladder  tumor  in  a  fat  patient  when  the  tumor  is 
located  in  one  of  the  lateral  pockets  of  the  bladder.  Let  us 
therefore  study  briefly  the  evolution  of  the  technique  and  of  the 
instruments  required  in  the  performance  of  cystotomy. 

Ancient  Cystotomy . — Without  going  back  to  the  first  cen- 
turies of  surgery,  and  limiting  ourselves  to  the  epoch  of  Brother 
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Come,  Brother  Jacques,  and  of  Ambroise  Pare,  cystotomy  in 
olden  days  may  be  said  to  have  been  a  dreadful  procedure. 
Deprived  of  the  beneficent  influence  of  anesthesia,  the  surgeon 
was  obliged  to  immobolize  the  patient  from  head  to  foot  by 
passing  ropes  behind  his  neck,  and  to  have  him  held  by  four 
husky  knaves,  hospital  orderlies  by  trade,  whose  duty  it  was  to 
prevent  any  sudden  movement,  so  that  a  false  cut  might  be 
avoided.  At  that  time  the  usual  operation  performed  for  that 
represented  by  a  very  suggestive  picture  in  the  edition  of  1855 
of  Pare's  works  which  I  have  reproduced  recently  in  my  book, 
"  Clinical  Lectures  on  Urinary  Surgery." 

Later,  Peterson,  in  the  invention  of  his  famous  balloon, 
which  created  a  sensation,  thought  that  he  had  contributed  a 
very  valuable  improvement  to  the  method  of  cystotomy.  This 
was  not  so,  and  I  shall  only  mention  the  unfortunate  case  of 
this  surgeon,  who,  in  the  course  of  his  cystotomy  in  which 
the  rectal  balloon  had  been  unduly  distended,  took  this  balloon 
for  the  bladder  and  opened  it.  The  balloon  had  pushed  up  be- 
hind the  bladder  and  had  pushed  the  intestines  back. 

The  Modern  Operation. — Within  the  past  fifty  years  the 
operation  of  cystotomy  has  been  sufficiently  well  developed  by 
Guyon  and  his  school  to  have  become  a  comparatively  safe 
operation  when  performed  aseptically. 

The  balloon  has  lost  its  ancient  prestige,  and  it  is  found  only 
in  the  garrets  of  dealers  in  modern  instruments.  It  has  been 
replaced  at  first  by  the  injection  of  sterilized  water  into  the 
bladder.  After  injecting  from  two  to  four  hundred  drams, 
one  distends  the  bladder  sufficiently  to  secure  a  relative  easy 
opening  of  the  organ  without  fear  of  wounding  the  peri- 
toneum. 

Later,  when  it  was  found  that  it  was  inconvenient  to  have 
the  water  flow  over  the  bladder  after  the  latter  had  been 
opened,  some  surgeons,  among  them  Legueu  and  myself,  have 
recommended  the  injection  of  sterilized  air,  which  is  obtained 
by  drawing  with  a  Guyon  syringe  the  air  from  above  an  al- 
cohol lamp.    This  is  certainly  an  improvement. 

On  the  other  hand,  the  innovation  consisting  in  the  inclined 


282     AMERICAN  JOURNAL  OF  UROLOGY 

position  of  Trendelenburg,  which  in  our  country,  I  may  say  in 
passing,  has  been  known  for  three  hundred  years,  has  offered 
a  marked  advantage  in  the  performance  of  cystotomy. 

When  the  bladder  is  filled  and  when  the  intestine  and  the 
peritoneum  are  moved  toward  the  diaphragm,  as  they  are  in 
this  position,  there  is  no  fear  of  opening  the  peritoneum,  and 
thus  we  have  another  demonstration  of  the  importance  of  posi- 
tions in  operative  surgery. 

Finally,  the  technique  of  Prof.  Guyon,  consisting  of  passing 
two  suspension  sutures  into  the  borders  of  the  incision  into 
the  bladder,  so  as  to  fix  the  organ  into  position,  constitutes  a 
valuable  method,  especially  for  beginners. 

And  yet  it  must  be  admitted  that  all  these  principles  which 
are  detailed  in  the  recent  text-books,  and  which  constitute  great 
progress  in  the  method  of  cystotomy,  may  still  be  simplified 
by  following  inversely  the  law  of  evolution  which  passes  from 
the  simple  to  the  complex. 

Personal  Technique  of  the  Author. — The  bladder  can  and 
must  be  opened  without  all  these  accessories,  as  I  shall  try  to 
show,  not  when  operating  for  stone  nor  for  suprapubic  pros- 
tatectomy but  when  opening  the  bladder  for  the  purpose  of 
removing  a  tumor  from  that  organ. 

The  Trendelenburg  position  may  be  used,  but  it  is  not  abso- 
lutely necessary,  and  I  have  often  opened  bladders  in  the  hori- 
zontal position,  especially  in  women,  because  of  a  greater 
spread  of  the  pelvis.  Yet  it  is  preferable  to  do  what  I  call  a 
true  anatomical  dissection,  cutting  the  planes  of  tissue  as  they 
are  reached,  without  leaving  anything  to  chance. 

Here,  then,  are  the  different  steps  of  a  rational  operation  of 
cystotomy  for  tumor  which,  with  a  little  practice,  requires  but 
one  or  two  minutes : 

first  step — Pass  a  hollow  sound  with  a  Benique  curve  and 
bearing  a  stopcock  such  as  I  have  had  constructed  by  Collin. 
This  sound  possesses  the  following  advantages:  It  is  adapted 
more  perfectly  to  the  form  of  the  canal  and  is  passed  more 
easily,  especially  in  old  prostatics.  Moreover,  by  lowering  the 
handle  of  the  sound  its  beak  is  pushed  upward,  and  easily 
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raises  the  anterior  wall  of  the  bladder,  while  this  cannot  be 
done  with  an  ordinary  sound.  Being  hollow,  water  can  be 
injected  through  it,  or  air,  which  can  be  kept  in  the  bladder, 
thanks  to  the  stopcock.  The  tunneling  of  this  sound  is  ar- 
ranged so  that  in  case  it  is  necessary  to  do  a  perineal  operation, 
it  can  also  be  used  as  a  guide.  In  a  word,  thanks  to  its  four 
features,  this  instrument  fulfills  all  its  indications. 

This  preliminary  step  having  been  taken,  the  operative  field 
is  washed  with  alcohol  and  is  covered  with  a  single  split  field 
protector,  which  saves  four  clamps.  An  assistant  washes  the 
bladder  more  or  less  repeatedly,  according  to  its  state  of  in- 
fection, and  the  operation  is  begun  with  the  bladder  empty. 

With  the  patient  in  the  horizontal  position,  the  surgeon 
makes  a  short  incision,  four  centimeters  at  most  in  length,  and 
passing  over  the  pubis  to  the  extent  of  a  centimeter.  The  sec- 
ond cut  incises  the  aponeurosis  to  the  extent  of  five  or  six  centi- 
meters, beginning  at  the  margin  of  the  pubis,  and  completes 
the  work  by  traverse  section  of  the  pubic  attachments  of  the 
rectus  muscle,  which  gives  us  a  wide  opening.  This  done,  the 
right  index  finger,  or  the  two  fingers  of  that  hand  peel  off  as 
far  as  possible  the  peritoneum  from  the  anterior  surface  of  the 
bladder,  gently,  with  repeated  strokes,  without  finger  nails, 
beginning  very  far  behind  the  pubis,  near  the  neck  of  the 
bladder. 

At  this  moment  we  may,  if  we  want  to  do  so,  take  a  small 
abdominal  retractor,  or  still  better,  my  own  retractor,  which  is 
formed  by  two  blades  which  spread,  governed  by  a  notched 
semi-circle.  Up  to  this  moment  the  operation  has  needed  but 
one  instrument,  the  scalpel,  and  has  taken  just  one  minute. 

Second  step — We  then  ask  the  assistant  to  lower  the  table 
by  the  use  of  a  pedal,  and  also  to  lower  the  handle  of  my 
hollow  Benique  sound,  which,  by  projecting  through  above 
into  the  wound,  shows  where  the  bladder  is.  In  this  way  we 
have  nothing  to  fear,  even  when  we  have  a  small  bladder  con- 
taining but  a  few  cubic  centimeters. 

This  done,  we  take  a  pair  of  special  forceps  which  are 
nothing  but  mousetooth  forceps  with  long  handles,  about 
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twenty  to  twenty-five  centimeters  in  length,  by  means  of  which 
we  can  go  as  far  back  behind  the  pubis  as  we  care  to  and  can 
grasp  just  what  we  want  and  avoid  just  what  we  do  not  want. 

With  these  two  pairs  of  forceps  we  bite  each  side  of  the 
median  plane  of  the  bladder,  leaving  a  good  centimeter  in  the 
center,  where  the  beak  of  my  Benique  projects.  In  order  to 
avoid  oozing  of  blood  a  good  way  is  to  bite  with  these  forceps 
the  two  branches  of  the  large  anterior  vesical  veins.  This 
done,  we  pull  the  wall  of  the  bladder  outward  gently  and  incise 
it  layer  by  layer  with  a  very  sharp  knife.  If  we  wish  to  do 
so,  and  if  the  mucosa  protrudes,  it  may  be  cut  with  scissors, 
and  we  may  thus  prolong  the  incision  one  or  two  centimeters 
in  each  direction,  protecting  the  posterior  wall  with  the  finger 
in  the  opening,  in  order  to  avoid  the  peritoneum.  The  assist- 
ant may  then  remove  the  sound.  The  second  step,  like  the 
first,  takes  exactly  one  minute.  The  procedure,  therefore,  is 
clean,  elegant,  anatomical  and  rapid. 

Third  step — This  consists  in  exploration.  It  may  be  neces- 
sary to  leave  the  bladder  widely  open,  especially  in  fat  sub- 
jects and  when  the  light  from  above  is  poor.  For  this  purpose 
one  may  add  to  the  instruments  my  hinged  vesical  retractor, 
which  pushes  back  the  posterior  wall  of  the  bladder  and  re- 
mains in  place  after  it  is  set  in  virtue  of  a  ratchet  and  pinion 
arrangement  at  the  hinge.  In  my  opinion,  this  retractor  is  in- 
dispensable in  operations  upon  tumors  of  the  bladder  situated 
in  the  lateral  or  posterior  regions  of  the  organ. 

The  bladder  may  then,  if  necessary,  be  fixed  to  the  skin 
temporarily  by  means  of  catgut  sutures,  Nos.  2  or  3.  The  two 
sutures  near  the  pubic  end  are  the  most  important.  Naturally 
the  exploration  will  vary  according  to  the  nature  of  the  dis- 
ease (stone,  tumor,  etc.). 

Fourth  step — The  operation  finished,  one  closes  the  bladder 
with  a  Reverdin  needle,  introducing  two  tiers  of  catgut  sutures 
No.  2.  The  first  tier  unites  the  muscular  layers,  avoiding  the 
mucous  membrane,  for  the  presence  of  perforation  would  lead 
to  the  formation  of  calculi,  especially  in  infected  bladders.  The 
second  tier  unites  the  serous  layer,  and  should  consist  of  Lem- 
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bert  sutures  of  catgut  No.  2,  beginning,  as  in  the  case  of  the 
first  tier,  at  the  neck  of  the  bladder,  and  cutting  the  interrupted 
sutures  of  the  first  tier  only  as  the  second  tier  is  applied.  The 
bladder  should  next  be  filled  with  water  to  verify  the  solidity 
of  the  seam. 

The  patient  is  next  brought  again  into  the  horizontal  posi- 
tion, as  it  is  desirable  to  maintain  him  in  the  inclined  posture 
for  as  short  a  time  as  possible,  especially  in  old  persons.  A 
small  perforated  drainage  tube  (Nos.  10  to  15)  is  then  placed 
in  the  cavity  of  Retzius  down  to  the  neck  of  the  bladder  and 
the  abdominal  wall  is  sutured  with  catgut  No.  2,  in  two  sepa- 
rate layers  of  the  aponeurosis  and  the  muscle  by  commencing 
very  high,  to  avoid  a  hernia.  Where  the  aponeurosis  has  been 
incised  further  than  the  skin,  the  latter  should  be  held  back 
with  a  retractor;  the  intermediate  points  should  be  united  by 
other  catgut  stitches  tied  with  three  knots.  The  skin  is  closed 
with  clamps  or  with  silkworm-gut,  from  8  to  10  sutures  being 
required,  and  each  suture  being  introduced  very  close  to  the 
edge  of  the  incision,  while  two  retention  sutures  are  placed  to 
hold  the  edges  together  and  are  made  to  include  deeper  struc- 
tures. 

The  ordinary  dressing  is  applied,  including  two  round  pads 
of  cotton  of  the  size  of  a  fist  each,  which  are  placed  side  by 
side  near  the  wound.  This  detail  of  dressing  has  been  insisted 
upon  by  Prof.  Guyon.  The  bandage  should  be  narrow,  one- 
third  of  the  ordinary  body  bandages.  Why  should  it  go  up  as 
high  as  the  epigastrium,  as  is  usually  done? 

To  sum  up — I  have  tried  to  show  in  this  article  that  a  cys- 
totomy may  be  performed  with  two  instruments,  scalpel  and 
forceps,  to  which  may  be  added  a  pair  of  scissors  and  a  needle. 
The  two  or  three  dozen  instruments  which  are  usually  seen  on 
the  operating  trays  of  certain  surgeons  are  far  from  necessary. 


Contributed  !>y  the  Author  to  The  American  Journal  of  Urology. 


PROSTATIC  ABSCESS  OF  PROBABLE  DIABETIC 


DWARDS,  in  his  "  Practice  of  Medicine,"  1  says:  "  Phi- 


mosis, balanitis,  small  erosions  near  the  urethra,  itching 


— at  the  meatus,  causing  tensesmus,  curious  nodes  in  the 
corpora  cavernosa,  furuncles  and  erosions  come  under  the  head 
of  genito-urinary  complications  of  diabetes." 

We  all  realize  that  diabetes  plays  an  active  role  in  the  genito- 
urinary system.  All  practitioners  meet  cases  of  urethritis  with 
symptoms  of  intense  urethral  itching,  which  directs  us  to  exam- 
ine the  urine  for  sugar;  again,  one  of  our  most  important  find- 
ings in  cases  of  impotency,  is  the  detection  of  glucose  in  the 
urine,  which  alone  is  often  a  sufficient  etiologic  factor. 

In  a  recent  article  "  Prostatic  Disease  in  the  Diabetic,"  Stern, 
of  New  York,2  shows  "  that  affections  of  the  prostate  occur 
more  frequently  in  the  diabetic  than  in  the  healthy  individual 
and  supervene  at  a  decidedly  earlier  period  of  life." 

Hamonic,3  in  an  article  "  Prostatitis  in  Diabetics,"  points  out 
that  the  prostatic  tissue  in  the  course  of  diabetes  becomes  fri- 
able, as  witnessed  by  the  facility  with  which  the  finger  in  the 
rectum  can  plunge  into  the  tissue  of  the  gland. 

Jadassohn  4  speaks  of  "  plastische  induration"  (Plaque  in- 
duree,  Ganglion)  of  the  corpora  cavernosa  with  diabetes  as 
the  causative  factor,  but  no  mention  is  made  of  their  breaking 
down. 

The  interesting  factors  in  the  case  herewith  reported  are,  a 
symptomless  hematuria  of  six  years'  duration,  prostatic  abscess 
in  the  diabetic,  the  closure  of  the  opening  within  a  short  space 
of  time  and  after  the  operation  a  disappearance  of  the  hema- 
turia. 

I  have  been  unable  to  find  any  reference  in  text  books  or 
medical  literature  to  a  similar  case  and  am,  therefore,  reporting 
this  one. 

I.  R.,  age  52,  married.  Salesman  in  a  smelting  and  refining  works, 
appeared  for  examination  July  2,  1907.  Mother  was  killed  at  age  of 
seventy-two ;  father  died  at  seventy-eight  of  old  age.  No  history  of 
lues  or  tuberculosis.  Hematuria  ten  years  ago.  Has  never  resided  in 
tropics.    Hemorrhage  every  three  months  for  the  last  six  years.  Last 
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one  three  or  four  years  ago.  Sugar  was  originally  found  in  urine  six 
years  ago.  Two  years  ago  fainted  and  when  revived  found  hematuria. 
Some  pain  in  perineum,  although  not  severe.  Has  never  used  drugs. 
Tobacco  and  alcohol  moderately.  Knows  of  no  cause  for  hemorrhages. 
They  came  on  suddenly,  continued  for  a  week  and  then  disappeared.  It 
takes  about  two  weeks  for  clots  to  pass.  There  is  some  frequency  of 
urination — four  or  five  times  diurnally;  two  or  three  times  nocturnally. 
Notices  some  pain.  Frontal  headaches  every  day.  Vision  fair.  Has 
never  had  renal  colic.  No  difficulty  in  starting  stream.  Diagnosis 
withheld  until  ureteral  catherization.  Urine  c  ontains  sugar.  No. 
quantitative  test  of  same  made.  Did  not  return  for  cystoscopy,  but  on 
July  30  I  was  informed  that  patient  was  in  bed  in  Berkeley,  suffering 
considerable  pain. 

August  1,  1907,  patient  operated  upon.  Drained  abscess  through 
perineum.  Bladder  drained.  Temperature  on  July  30th  and  August 
1st,  was  1050.  Chills  on  July  30th  and  31st,  and  just  previous  to 
operation  August  1st.  Morning  and  afternoon  temperature  dropped  to 
normal  on  August  14th  and  continued  so  until  the  1 8th  when  slight  rise 
took  place. 

The  following  notes  are  taken  from  his  clinical  record.  On  August 
6th,  catheter  came  out,  during  the  administration  of  an  enema.  It  was 
not  returned.  August  10th  patient  sat  in  chair  three-quarters  of  an 
hour.  August  1 6th  patient  urinated  through  urethra  by  having  inci- 
sion in  perineum  held  together. 

August  19th  urinates  per  urethran,  August  23d,  did  not  urinate 
through  wound.    August  24th,  slight  amount  of  urine  passed  through 
wound.     August    27th,    wound    closed.    Urinated  through  urethra. 
September  10th,  discharged. 

August  27,  1908.  One  year  later.  Patient  had  been  to  Chicago  and 
just  returned.  Reported  that  he  had  no  hemorrhage  since.  Gets  up 
every  two  hours  at  night.  Urinary  examination  shows  sugar  in  large 
quantities  and  no  albumin. 

This  patient  primarily  sought  my  services  for  the  hema- 
turia, but  being  of  a  nervous  temperament  hesitated  about  un- 
dergoing a  cystoscopic  examination.  Since  the  bleeding  has 
ceased  he  has  absolutely  refused  to  undergo  any  examination 
and  he  claims  he  is  better  now  than  he  ever  has  been. 

I  submit  this  case  as  a  Prostatic  Abscess  of  probable  Diabetic 
Origin.  45  Kearny  Street. 
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IODIVAL    IN   THE    TREATMENT    OF    SYPHILIS.  Dr.  E. 

Rothschuh  of  Aix-la-Chapelle,  reviews  the  internal  treatment 
of  syphilis  (Folia  Therapeutica,  Jan.  1909),  acknowledges 
that  mercury  remains  the  sovereign  remedy,  though  the 
vegetable  alteratives  are  useful  adjuvants;  speaking  of  the 
organic  iodine  products  which  have  been  introduced  to  replace 
potassium  iodide,  he  refers  to  a  new  compound  known  under 
the  name  of  iodival.    He  states  that: 

Iodival  seems  to  be  the  most  perfect  substitute  for  iodide  of 
potassium  according  to  the  results  obtained  recently  in  research 
work  carried  out  with  the  drug.  It  has  the  very  high  percent- 
age of  iodine  (47  per  cent.)  and  passes  through  the  stomach 
unchanged,  while  it  dissolves  in  the  intestinal  tract  in  the  form 
of  a  sodium  salt.  In  this  form  it  is  absorbed  and  carried  into 
the  fatty  and  nervous  tissues,  where  it  splits  up  its  iodine  grad- 
ually during  the  next  48  hours;  the  body  is  thereby  kept  under 
the  influence  of  the  iodine  for  a  considerable  time.  The  effect 
of  iodival  is  even  when  small  doses  are  administered.  It  super- 
sedes by  far  the  effects  of  potassium  iodide,  which  drug  is  ex- 
creted from  the  body  in  a  much  shorter  time.  This  new  organic 
derivative  of  iodine,  iodival,  combines  the  advantages  of  not 
interfering  with  the  functions  of  the  stomach  and  showing  a 
special  affinity  to  the  central  nervous  system,  which  renders  it 
a  very  useful  preparation  to  be  prescribed  in  the  treatment  of 
brain  syphilis  and  the  late  secondary  manifestations,  and  in 
scrofula  and  arterio-sclerosis.  The  dose  is  5  grains  three  times 
a  day,  and  corresponds  with  about  15  grains  three  times  a  day 
of  iodide  potassium.  A  very  interesting  report  has  lately  been 
published  on  the  experiments  with  iodival  by  Prof.  v.  d.  Eeck- 
hout   from   the   Pharmacological    Institute   of  Heidelberg. 

(A.rch.  f.  Exper.  Pathol,  und  Pharmax,  Vol.  lvii).  Chemi- 
cally iodival  is  monoiodisovaleryl-urea  (thus  being  the  analogue 
of  bromurol,  which  is  chemically  monobromisovaleryl-urea) . 
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A  New  Method  of  Orchidopexy. — Dr.  M.  Mamou- 
rian,  of  Ashton-under-Lyne,  describes  a  new  method  of  orchi- 
dopexy, for  which  he  claims  surprisingly  good  results  {Lancet, 
Jan.  11,  1909),  though  it  differs  but  slightly  from  the  method 
in  common  use.    He  describes  the  operation  as  follows : 

The  usual  incision  is  made  over  the  inguinal  canal,  the 
aponeurosis  of  the  external  oblique  is  divided,  the  cord  is  freely 
separated  and  its  coverings  are  defined.  Any  peritoneal  pro- 
cess, whether  continuous  with  the  tunica  vaginalis  (patent  funi- 
cular process)  or  a  separate  hernial  sac,  is  dealt  with  as  in 
herniotomy.  The  finger  is  next  introduced  into  the  scrotum  and 
a  new  pocket  is  made  for  the  reception  of  the  testicle.  With  all 
these  preliminary  steps  and  with  the  various  ways  of  lengthen- 
ing the  cord  the  reader  is  no  doubt  familiar.  Attention  is  now 
directed  to  the  testicle  itself.  The  parietal  layer  of  the  tunica 
vaginalis  is  slit  open  extensively,  exposing  the  testicle  enveloped 
by  the  visceral  portion  of  the  peritoneal  pouch.  The  parietal 
covering  now  hangs  loosely  from  the  margin  of  the  gland.  At 
this  stage  a  small  opening  is  made  at  the  most  dependent  part 
of  the  scrotum,  through  which  a  fine  pair  of  pressure  or  other 
forceps  is  introduced  and  made  to  grip  the  parietal  tunica. 
Gentle  traction  on  the  forceps  brings  the  overhanging  mem- 
brane out  of  the  scrotal  opening  and  the  testicle  gets  firmly 
lodged  into  its  new  bed.  The  external  oblique  and  the  inguinal 
wound  are  now  sutured,  taking  care  to  diminish  greatly  the  size 
of  the  external  abdominal  ring.  All  that  is  necessary  now  is  to 
close  the  scrotal  wound  by  a  purse-string  suture  of  silkworm 
gut  which  picks  up  substantially  skin  and  parietal  tunica.  The 
suture  is  drawn  tightly  and  the  redundant  piece  of  membrane  is 
cut  off,  leaving,  however,  a  sufficiently  long  tuft  (to  which  if 
necessary  a  pair  of  pressure  forceps  may  be  left  attached)  to 
render  the  hold  of  the  ligature  secure.  To  counteract  the  tend- 
ency to  retraction  the  long  ends  of  the  purse-string  are  stitched 
to  the  skin  of  the  adjacent  thigh.  Thus,  one  suture  is  made  to 
serve  as  a  means  of  fixation  and  extension. 

The  following  advantages  are  claimed  for  this  little  opera- 
tion. It  is  simple.  The  testicle  is  firmly  anchored  to  the  skin  by 
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the  parietal  layer  of  the  tunica  vaginalis  and  by  the  adhesions 
which  form  between  the  visceral  layer  and  the  scrotal  tissues. 
There  is  no  injury  to  glandular  substance.  No  sutures  are  left 
in  the  scrotum  and  the  tendency  to  suppuration  is  thus  greatly 
minimized. 

A  Case  of  Reinfection  with  Syphilis. — At  a  meeting 
on  January  7th  of  the  Liverpool  Medical  Institution,  Dr. 
Smart  reported  a  case  of  reinfection  by  syphilis  in  a  patient, 
aged  30,  who  first  acquired  syphilis  in  September,  1904.  Dur- 
ing the  next  year  he  had  three  courses  of  treatment  by  mer- 
curial inunction,  each  extending  over  a  period  of  six  weeks,  the 
first  and  last  course  being  carried  out  at  Aix-la-Chapelle.  This 
attack  was  characterized  by  marked  pigmentary  skin  lesions. 
On  January  1st,  1906,  he  was  again  exposed  to  infection,  and 
on  the  26th  he  developed  a  hard  chancre,  the  diagnosis  being 
confirmed  at  Aix-la-Chapelle,  where  he  was  sent  for  further 
treatment. 

A  Case  of  Mistaken  Sex. — At  a  meeting  of  the  Medi- 
cal Society  of  Vienna  {Lancet,  Jan.  9,  1909),  Dr.  Reines 
showed  a  patient,  aged  44  years,  dressed  as  a  woman,  who  had 
come  to  him  to  obtain  advice  about  the  exuberant  growth  of  a 
beard.  Several  points,  such  as  the  deep  voice,  the  development 
of  the  face,  and  the  forehead,  suggested  the  possibility  of  ab- 
normal sexual  conditions.  Examination  revealed  the  presence 
of  a  normally  situated  but  abnormally  short  imperforated  penis. 
Along  the  lower  surface  of  the  glans  and  penis  there  was  a 
shallow  furrow  leading  to  the  centre  of  the  perineum,  where 
there  was  a  small  opening — the  orificium  urethras  externum. 
Urine  could  be  passed  in  a  squatting  position.  Two  fleshy, 
hairy  folds  of  skin  containing  no  bodies  of  the  shape  or  appear- 
ance of  testicles  or  ovaries  covered  the  orifice.  In  the  inguinal 
canal  no  testicle-like  body  could  be  felt;  per  rectum  an  organ 
resembling  a  prostatic  gland  was  palpable  but  no  vasa  defer- 
entia  could  be  felt.  The  patient  must  be  regarded  as  a  male 
subject  with  perineal  hypospadiasis  of  a  high  degree,  with  a 
cleft  scrotum  and  non-descent  of  the  perhaps  rudimentary  testi- 
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cles.  The  form  of  the  pelvic  bones  and  of  the  mammas,  the 
type  of  hair  and  the  absence  of  any  menstrual  bleeding  support 
this  view.  The  patient  had  been  brought  up  as  a  girl  and  con- 
tinued to  consider  himself  a  girl  because  of  his  method  of  mic- 
turition. There  had  never  been  any  sexual  desire  or  perform- 
ance and  the  patient  wished  to  remain  a  woman,  having  been 
used  to  it  all  his  lifetime.  Only  the  strong  growth  of  his  beard 
has  troubled  him  lately  as  he  was  hindered  by  it  in  his  occupa- 
tion. Very  few  cases  of  mistaken  sex  have  remained  undetected 
to  so  late  an  age. 

Serious  Results  following  Operation  for  Buboes. 
— A  paper  on  fatal  or  serious  results  following  operative  treat- 
ment of  buboes  is  contributed  to  the  Post-graduate  (Jan. 
1909),  by  Dr.  Eugene  Fuller.  According  to  the  author,  the 
dangers  in  connection  with  the  surgery  of  buboes  lie  in  two 
directions.  First,  in  a  direct  or  indirect  injury  to  the  large 
blood  vessels,  and  second,  in  an  inflammatory  invasion  of  the 
lymph  space  between  the  fascia  propria  of  the  pelvis  and  the 
peritoneum,  the  infection  having  entered  through  the  abdomi- 
nal fascia.  Direct  injury  to  blood  vessels  lies  in  an  actual 
wounding,  during  operation,  of  the  femoral  artery  or  vein,  of 
the  external  iliac  artery  or  vein,  or  of  the  epigastric  or  circum- 
flex iliac  artery  or  vein. 

The  danger  from  indirect  injury  to  these  blood  vessels  lies 
in  unduly  exposing  their  walls  during  operation  through  re- 
moval of  the  connective  tissue  and  the  fascial  coverings,  thus 
allowing  the  infective  process  causing  the  bubo  to  come  in  direct 
contact  with  them. 

Inflammatory  invasion  of  the  deep  lymph  space  already 
mentioned  is  generally  occasioned  by  two  surgical  errors.  First, 
at  the  time  of  operation  the  basement  structures  of  the  bubo 
are  so  removed  by  curettage  or  by  cutting  with  curved  scissors 
that  the  abdominal  fascia  is  laid  bare  and,  probably,  also 
actually  damaged.  The  second  error  lies  in  making  a  too  nar- 
row cutaneous  opening.  The  combined  result  of  these  surgi- 
cal faults  is  that  the  cutaneous  opening  closes  prematurely  to 
a  narrow  sinus,  the  original  bubo  cavity  being  left  a  pus- 
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pocket,  the  contents  of  which  finally  hurrows  through  the  in- 
jured abdominal  fascia  and  enters  the  lymph  space. 

The  author  then  reports  four  cases,  illustrating  the  various 
accidents  above  outlined.  In  conclusion  the  author  offers  the 
following  rules  in  connection  with  bubo  surgery :  In  making  a 
primary  incision  be  careful  not  to  enter  the  knife-point  deeply. 
Make  the  external  opening  so  free  that  there  can  be  no  prema- 
ture closure  of  the  external  wound.  In  order  to  assure  this,  a 
cruciform  external  incision  is  often  wise  or  necessary.  In  the 
case  of  a  virulent  bubo,  never  curette  or  disturb  the  necrotic 
contents,  but  allow  a  natural  demarcation  to  take  place  be- 
tween the  healthy  peripheral  tissue  and  that  sloughing  as  the 
result  of  the  bubonic  infection.  In  the  case  of  suppurative 
tubercular  buboes,  after  exposing  them  by  free  incision,  enu- 
cleate the  tumefied  glands  by  means  of  some  blunt  instrument, 
the  back  action  of  the  operator's  thumb  often  being  the  most 
serviceable  agent.  After  so  removing  the  glands,  do  not  cut 
away  with  curved  scissors  or  with  a  curette  the  sloughing, 
shreddy  tissues  left  at  the  base,  but  leave  them  for  a  natural 
detachment.  The  cavities  of  these  last  buboes  can  be  loosely 
packed  with  iodoform  gauze. 

Cystitis. — Dr.  A.  L.  Chute  discusses  (Boston  Med.  and 
Surg.  Journ.,  Jan.  21,  1909)  acute,  chronic  and  tuberculous 
cystitis.  He  treats,  among  other  points,  of  the  causation,  dif- 
ferential diagnosis,  and  treatment  of  the  disease,  and  concludes 
as  follows : 

Acute  cystitis  is  most  often,  but  not  invariably,  the  result 
of  an  infection  that  is  introduced  through  the  urethra;  it  rarely 
needs  any  local  treatment.  In  most  cases  it  clears  up  entirely; 
in  some  cases,  however,  either  due  to  the  depth  to  which  the 
bladder  has  been  involved  or  to  something  that  acts  as  a  pre- 
disposing factor,  the  process  becomes  chronic. 

A  chronic  cystitis,  beside  following  an  acute  attack,  may 
begin  as  a  process  that  is  subacute  or  chronic  from  its  inception. 

The  determination  of  the  predisposing  cause,  when  there 
is  a  definite  one,  is  a  most  important  point  in  the  consideration 
of  cases  of  chronic  cystitis.    It  will  often  tell  us  the  prognosis 
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as  well  as  the  line  of  treatment  that  should  be  followed.  In 
a  considerable  proportion  of  cases  the  removal  of  this  predis- 
posing cause  is  enough  to  bring  about  recovery;  in  other  cases 
the  cystitis  itself  will  require  treatment. 

Tuberculous  cystitis,  in  so  far  as  the  author's  experience 
goes,  is  always  a  secondary  disease.  The  removal  of  the  pre- 
disposing cause,  which  in  most  cases  is  a  unilateral  kidney 
tuberculosis,  usually  brings  about  recovery. 

Surgical  Treatment  of  Cancer  of  the  Bladder. — 
Dr.  A.  T.  Cabot  writes  on  the  surgical  treatment  of  cancer 
of  the  bladder  (Bost.  Med.  and  Surg.  Journ.,  Jan.  21,  1909). 
He  first  takes  up  symptoms,  and  diagnosis  and  then  the  path- 
ology of  the  disease.  He  believes  in  the  latter  connection, 
that  all  papillomata  become  cancerous  unless  removed  thor- 
oughly and  early.  In  his  eyes,  the  fact  that  an  expert  cysto- 
scopist  can  remove  the  papillomatous  projection  through  an 
operative  cystoscope  so  that  the  wound  heals  smoothly  with  no 
speedy  reappearance  of  papilloma  is  not  a  sufficient  vindication 
of  the  method.  He  believes  that  such  growths,  even  when 
quite  insignificant,  should  be  removed  by  open  incision. 

As  for  cancerous  growths  on  the  free  part  of  the  bladder, 
the  author  believes  that  they  should  be  cut  out  with  a  good 
margin  of  healthy  bladder  wall  about  them.  The  author 
favors  the  transperitoneal  treatment  of  these  tumors  because: 
( 1 )  because  it  gives  more  room  and  freer  access  to  the  opera- 
tive field,  and  (2)  because  it  allows  the  removal  of  the  entire 
thickness  of  the  bladder  wall,  for  if  even  the  peritoneal  coat 
and  the  connective  tissue  be  left,  a  thorough  operation  has  not 
been  done. 

Growths  on  the  base  of  the  bladder,  on  the  other  hand,  are 
a  much  more  serious  matter.  The  author  believes  that  in  such 
cases  too,  when  a  radical  operation  is  desired,  the  peritoneal 
cavity  should  be  opened. 

The  Mild  Continuous  Method  of  the  Treatment 
of  Syphilis. — Prof.  E.  Lang  presents  evidence  to  show  that 
the  treatment  of  syphilis  should  be  more  like  the  natural  pro- 
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cess  of  immunization.  (Wiener  Klin  AVochen.,  Dec.  3,  J. A.M. A. 
Jan.  16).  Large  doses  and  brief  courses  of  treatment  do  not 
give  such  favorable  results  as  smaller  doses  and  continuous 
treatment,  supplemented  by  hygienic  measures.  His  method  is 
to  give  one  mild  mercurial  pill  and  increase  by  one  a  day  until 
6  are  being  taken,  repeating  this  dose  for  two  weeks,  then  re- 
ducing by  1  pill  every  two  days  to  3  pills,  and  continuing  this 
dose  for  two  or  three  months,  then  2  pills  for  the  same  length 
of  time,  then  1  pill.  This  mild  preventive  course  requires  five 
or  six  months,  and  the  patient  should  be  kept  under  supervision 
throughout.  The  best  results  are  obtained  when  the  treatment 
is  begun  not  less  than  ten  or  twelve  days  after  infection.  Some 
of  his  patients  thus  treated  have  contracted  new  infection,  with 
typical  local  and  general  phenomena  [thus  showing  that  they 
had  been  actually  radically  cured,  in  the  real  sense  of  the 
word].  Lang  believes  that  the  organism  is  able  to  cope  with 
the  infection  unassisted,  to  a  certain  extent,  and  that  the  biology 
of  the  spirochete  explains  the  superior  advantages  of  this  mild, 
continuous  method  of  treatment. 

Sajodin  in  the  Treatment  of  Syphilis. — Benassi 
(Gazz.  degli  Osped.,  March  1,  1908)  has  been  testing  the 
value  of  sajodin  in  the  treament  of  secondary  and  tertiary 
syphilitic  lesions.  It  was  tried  in  about  fifty  cases,  but  it  was 
only  possible  to  watch  the  effect  for  any  length  of  time  in 
twenty-two  cases  (eight  tertiary  and  fourteen  secondary).  The 
drug  is  a  compound  of  iodine  (24.5  per  cent.)  and  calcium 
(4.1  per  cent.).  It  is  an  absolutely  odorless  and  tasteless  pow- 
der, and  insoluble  in  water.  The  usual  dose  is  1  gm.,  given  in 
a  cachet.  The  author  found  sajodin  a  good  substitute  for 
potassium  iodide  and  the  alkaline  iodides.  It  acts  quite  as  well, 
and  in  some  cases  even  better,  than  iodide  of  potassium,  and 
can  be  tolerated  in  larger  doses;  no  iodism  was  observed  even 
in  patients  suffering  from  gastric  disorder  and  under  large 
doses.  It  may  be  used  where  one  usually  prescribes  the  iodide. 
It  is  best  tolerated  when  given  at  or  just  after  a  meal. — British 
Medical  Journal,  May  2,  1908. 
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NEW  APHRODISIACS. 

By  Dr.  Victor  G.  Vecki,  San  Francisco,  Calif. 

THE  title  of  this  paper  is  probably  misleading,  and  if 
anyone  expected  to  hear  about  some  new  substance 
having  enriched  the  armamentarium  of  the  supposed 
erogenic  remedies,  I  offer  my  apologies  for  adding  new  dis- 
appointments to  the  old  ones. 

Some  idealists  amongst  physicians,  and  some  of  those  who 
are  completely  wrapped  up  in  interesting  and  rare  cases,  in 
brilliant  surgical  operations,  seem  to  think  that  there  is  no 
necessity  for  an  aphrodisiac,  and  that  it  is  below  their  dignity 
to  consider  such  a  subject.  Of  course,  the  patients  think  dif- 
ferently, and  the  demand  for  a  true  and  real  aphrodisiac  is 
great. 

More  than  twenty  years  ago  I  asserted  that  medicines 
only  seldom  lead  to  good  results  in  the  treatment  of  sexual 
impotence,  and  I  have  had  no  reason  to  modify  my  opinion 
since.  But  whenever  I  meet  a  case  of  so-called  psychic,  neu- 
rasthenic or  even  paralytic  impotence  I  always  wish  I  had  a 
good  aphrodisiac  to  give. 

The  deeper  we  penetrate  into  the  study  of  the  various 
forms  of  sexual  inability,  the  larger  our  experience  grows,  the 
fewer  are  the  cases  of  psychic  and  neurasthenic  impotence  that 
we  meet.  Improved  methods  of  examination  enable  us  to  bring 
many  a  case  which  formerly  was  looked  upon  as  psychic  im- 
potence, irritable  weakness,  etc.,  under  the  heading  of  a  chronic 
affection  of  the  prostate,  the  verumontanum,  or  some  other 
plainly  organic  trouble.  Some  cases  which  formerly  we  were 
unable  to  explain  and  therefore  simply  called  psychic,  are  now 
recognized  to  be  due  to  autointoxication.  Still  there  always 
remains  a  considerable  number  of  patients  in  whom  the  whole 
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trouble  seems  to  be  an  untimely  action  of  the  inhibitory  center, 
and  in  these  cases  a  reliable  aphrodisiac  would  be  of  great 
value.  I  am,  therefore,  sorry  to  state,  that  the  closer  study  of 
all  the  remedies  which  our  ancestors  were  pleased  to  call 
aphrodisiacs,  leads  only  to  the  conclusion,  that  there  is  no  such 
thing  as  an  aphrodiasiac.  And  the  worse  is  that  we  must  in- 
clude in  this  negative  judgment  all  the  newer  remedies,  and 
even  those,  about  the  brilliant  effects  of  which  we  are  reading 
a  great  deal.  On  the  other  hand  we  have  learned  that  any- 
thing which  benefits  a  person's  general  system,  also  acts  as  an 
aphrodisiac. 

When  we  consider  the  aphrodisiacs  of  old,  we  find  as  the 
first  and  most  important,  cantharides.  Of  course,  no  real 
physician  would  use  them,  because  we  know  that  if  cantharides 
are  an  aphrodisiac,  then  acute  gonorrhea  with  an  inflamma- 
tion, causing  mighty  erections,  is  also  one.  Experience  teaches 
that  strychnine,  phosphorus,  quinine  and  iron  have  no  special 
action  upon  the  sexual  desire  nor  upon  the  erective  power, 
but  may  act  indirectly.  Canrabis  Indica,  opium  and  other  nar- 
cotics certainly  are  no  aphrodisiacs  in  the  sense  of  hightening 
sexual  power,  but  may  seem  to  do  so  by  dulling  the  inhibitive 
centers  which  so  often  interfere  untimely  with  the  desired 
erections.  We  do  not  expect  much  of  an  action  from  damiana, 
musk  or  other  spices,  while  alcohol  and  a  rich,  especially  a 
prominently  nitrogenous  diet  are  like  two-edged  knives.  They 
do  only  harm  in  all  those  high-livers  who  endeavor  to  stimu- 
late the  activity  of  their  autointoxicated  organs  by  stuffing 
themselves  with  oysters,  caviar,  cheese,  ale,  porter  and  many 
other  exhiliarating  substances. 

We  must  come  to  the  conclusion  that  whatever  our  an- 
cestors termed  an  aphrodisiac  was  no  such  thing,  and  that  there 
is  no  wonder  that  industrious  fellows  have  tried  to  supply  the 
ever  present  demand.  We  couldn't  even  think  of  enumer- 
ating the  endless  legion  of  preparations  thrown  upon  the  mar- 
ket. Of  some  of  them  we  are  thoughtfully  reminded  at  reg- 
ular intervals  by  the  most  alluring  pamphlets  and  testimonials. 
Most  of  these  testimonials  cry  to  heaven,  testifying  loudly 
to  some  doctor's  credulity,  ignorance  or  even  venality. 
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There  is  one  of  the  newer  preparations,  however,  for 
which  powerful  aphrodisiac  properties  were  and  still  are 
claimed  from  otherwise  trustworthy  and  authoritative  sides. 
Yohimbin,  advertised  ethically,  but  extensively  during  over 
ten  years  past,  has  received  the  endorsement  of  people  whose 
word  is  almost  law  in  the  medical  world.  In  spite  of  all  that, 
it  is  decidedly  but  a  new  disappointment.  In  1901  I  reported1 
on  yohimbin  and  asserted  that,  as  far  as  my  personal  clinical 
experience  went,  yohimbin  is  of  no  effect  in  healthy  persons, 
and  showed  no  effect  with  any  of  my  impotent  patients.  At 
the  same  time  I  said  the  following:  "The  only  apparent 
result  was  obtained  in  the  case  of  a  fifty-year-old  neurasthenic, 
who  was  ordered  to  take  one  0.005  gram  yohimbin  tablet  every 
evening.  The  second  night  he  woke  with  an  erection,  which 
had  not  occurred  for  several  months." 

Such  a  modest  result  in  one  of  several  cases  certainly 
could  prove  nothing,  and  was,  as  later  experiments  proved, 
quite  accidental.  But  even  this  little  accident  was  seized  upon 
as  a  welcome  pretext  by  the  clever  advertisers  of  yohimbin 
to  place  my  name  upon  the  list  of  the  credulous  admirers  of 
this  drug,  and  mention  me  with  a  number  of  authors,  "  some 
of  whom  are  enthusiastic  over  "  yohimbin's  "  results  in  neu- 
rasthenic impotence." 

In  order  not  to  be  misunderstood  in  the  future,  even  by 
the  most  interested  parties,  I  am  now  ready  to  declare  that 
in  my  opinion  yohimbin  has  no  value  as  an  aphrodisiac.  I 
have  given  it  a  fair  trial,  in  fact,  more  of  a  trial  than  the 
remedy  deserved,  and  certainly  more  than  was  good  for  the 
purse  of  many  a  help-seeker.  Without  doing  an  injustice  I  can 
even  go  further,  and  directly  warn  against  its  use.  My  rea- 
sons for  such  a  warning  are  two :  First,  at  its  best  yohimbin  is 
useless.  I  have  never  seen  the  slightest  benefit  in  any  of 
the  numerous  cases  in  which  I  tried  it.  Second,  in  a  few  in- 
stances it  has  directly  done  harm.  Persons  afflicted  with  any 
kind  of  a  disturbance  of  the  circulation  do  not  tolerate  yo- 
himbin. 

1  "  Pathology  and  Treatment  of  Sexual  Impotence."  3d  edition,  Philadelphia 
and  London,  1901,  p.  271. 
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I  shall  briefly  report  the  history  of  one  typical  case.  A 
showman,  52  years  old,  drinker,  slightly  arteriosclerotic,  but 
boasting  of  excellent  health,  consulted  me  in  an  off-hand  way, 
complaining  of  gradual  failing  of  his  sexual  power.  While 
there  was  desire  and  love  for  a  handsome  wife,  the  neces- 
sary firmness  of  the  erections  was  lacking.  The  man  was  cer- 
tainly a  better  subject  for  an  experiment  with  yohimbin  than 
Loewy's  celebrated  castrated  dogs,  on  whom  yohimbin 
promptly  provoked  erections.  I  prescribed  the  5  milligram 
tablets  of  yohimbin,  as  the  patient  did  not  consent  to  an  exam- 
ination, thinking  that  was  not  necessary,  he  wishing  simply  to 
be  given  something  that  would  cause  erections.  One  single 
dose  taken  at  bedtime  brought  no  erections,  but  a  condition 
which  the  wife  described  as  collapse.  I  saw  the  patient  two 
hours  later  when  he,  as  I  was  told,  had  partly  recovered.  He 
still  complained  of  dizziness,  weakness  and  nausea;  the  pulse 
irregular,  flighty,  the  skin  perspiring  freely.  Supposing  that 
it  was  a  case  of  idiosyncrasy,  I  advised  that  no  more  yohimbin 
be  taken.  A  few  days  afterwards,  the  man  hankering  for  the 
prospective  erections  took  another  tablet.  This  was  followed 
by  similar  symptoms  as  the  first  dose,  with  the  difference  that 
this  time  the  patient  was  not  frightened  and  did  not  alarm  his 
better  half,  whose  peaceful  sleep  he  disturbed  in  no  way. 
There  being  not  even  a  semblance  of  an  erection,  he  never  felt 
tempted  to  take  another  yohimbin  tablet. 

Slight  disturbances  in  the  form  of  dizziness,  nausea  and 
general  ill-feeling  I  have  observed  in  several  cases,  and  am  con- 
vinced that  Krawkoff's  conclusions,  to  which  he  came  after  a 
series  of  carefully  conducted  experiments  on  animals  and  men, 
are  correct.  Krawkoff  claims  that  yohimbin  paralyzes  the 
motor  ganglia  of  the  heart,  and  that  any  congestion  of  the 
sexual  organs  is  due  to  its  vasodilating  effect. 

But  however  that  may  be,  and  even  admitting  that  the 
drug  in  small  doses  is  non-toxic,  my  personal  clinical  experience 
with  yohimbin,  and  the  verbal  information  collected  from 
various  fellow-practitioners  are  for  me  reason  enough  to  aban- 
don this  medicine  for  good. 

One  thing  about  yohimbin,  however,  I  fail  to  understand. 
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How  was  it  possible  to  arouse  the  enthusiasm  of  some  promi- 
nent members  of  the  profession?  How  did  they  obtain  the 
brilliant  results  with  patients  suffering  from  paralytic  impo- 
tence, nay!  even  on  castrated  dogs?  Was  their  yohimbin 
different  from  the  one  we  obtain?  I  must  doubt  this  when 
I  consider  that  my  results  were  uniformly  negative,  no  matter 
where  the  drug  came  from;  they  were  not  any  better  when, 
on  various  patients,  I  used  the  large  quantities  kindly  sent  to 
me  for  experimental  purposes. 

When  experimenting  on  dogs  I  would  advise  to  be  exceed- 
ingly skeptical.  It  is  almost  laughable  to  notice  the  triumphant 
feeling,  when  some  of  the  experimenters  found  that  yohimbin 
injections  were  followed  by  "  reddening  and  swelling  of  the 
penis,"  that  the  member  was  rather  stiff,  stretched  out  and 
greatly  strained."  A  controlling  handling  of  a  dog's  genital 
organs  without  any  kind  of  a  previous  injection,  would  have 
show  how  sensitive  to  the  slightest  touch  they  are. 

I  believe  further,  that  Eulenburg,  after  injecting  subcutane- 
ously  one  or  two  centigrams  of  yohimbin  found  that  the  erect- 
ing effect  ensued  quite  slowly,  usually  in  the  morning  follow- 
ing the  injection  given  the  previous  afternoon  or  evening. 
Morning  erections  are  an  easily  obtained  result  with  any  kind 
of  treatment,  and  cannot  always  be  considered  of  value. 

Further,  I  should  like  to  ask  the  question:  Why  are  the 
effects  caused  by  yohimbin,  according  to  some  enthusiastic  ex- 
perimenters, immediate,  while  we  are  variously  informed  that 
in  man  we  may  expect  results  only  after  using  the  drug  from 
four  to  six  weeks?  Is  it  that  Loewy's  mice,  cats  and  dogs 
are  easier  to  influence,  or  because  our  man-patients  must  pay 
a  good  price  for  the  remedy,  and  must  be  kept  taking  it  for 
quite  a  while? 

Loewy,  the  chief  yohimbin  enthusiast,  goes  so  far  as  to 
compare  this  drug's  action  to  that  of  cantharides,  and  there 
he  may  be  right;  cantharides  also  have  no  aphrodisiac  action 
in  non-toxic  doses;  and  as  we  do  not  intend  to  use  either  one 
in  toxic  doses  we  are  fairly  justified  to  leave  both  of  them  alone. 

Yohimbin  made  its  entrance  into  the  realm  of  medicine 
recommended  by  great  authorities,  and  we  must  be  skeptical 
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when  other  new  remedies  are  hailed  by  the  same  or  even  other 
shining  stars  of  the  medical  world.  It  was,  therefore,  with 
distrust  only  that  I  approached  muiracithin,  the  newest  of  the 
"harmless,  effective  and  lasting"  aphrodisiacs.  Its  main  con- 
stituents are  said  to  be  muira  puama,  a  "  powerful  aphrodisiac  " 
and  as  such,  "  recognized  by  the  natives  of  Brazil,"  and  lecithin 
which  was  always  recognized  by  its  manufacturers  as  "  invalu- 
able in  cases  of  debility  "  and  to  be  "  a  restorer  of  appetite," 
a  "weight  increaser"  and  at  the  same  time  "non-toxic  and 
perfectly  assimilable." 

While  I  was  never  able  to  obtain  any  results  with  the 
various  lecithin  preparations  I  decided  to  try  muiracithin.  It 
came  so  well  recommended:  Leyden  and  Bramann  liked  it,  it 
was  being  employed  by  Senator,  Mendel  and  others.  Mendel, 
of  course,  was  also  enthusiastic  about  yohimbin,  and  I  became 
doubly  skeptical.  Fiirbringer,  for  whom  I  have  always  had  the 
greatest  admiration,  published  an  article  in  which  he  mentioned 
muiracithin  and  recommended  it,  in  a  guarded  manner,  how- 
ever, for  trial. 

The  drug,  as  to  be  expected,  is  expensive.  A  druggist 
ordered  a  large  supply,  and  I  began  to  use  it  in  several  cases, 
including  a  sexually  normal  individual. 

To  be  just,  it  must  be  acknowledged,  the  patients  were 
none  the  worse  for  using  muiracithin,  but  none  of  them  noticed 
the  slightest  effect  upon  their  sexual  power  and  feelings. 

I  wrote  to  Fiirbringer,  giving  him  my  experience  with  yo- 
himbin and  muiracithin.  He  was  kind  enough  to  answer  my 
letter,  saying  that  he  was  glad  to  see  that  we  are  of  the  same 
opinion  in  regard  to  these  two  remedies. 

While  I  am  fairly  sure  that  there  is  no  real  aphrodisiac  in 
existence,  I  have  not  given  up  the  search  for  it.  At  present 
I  am  experimenting  with  the  fluid  extract  of  the  cortex  of 
muira  puama,  the  Brazilian  Acanthacea,  and  with  the  fluid 
extract  of  Catuaba,  another  Brazilian  "  aphrodisiac"  produced 
from  Juniperus  brasiliensis.  If  worth  while  I  shall  report  on 
these  remedies  at  some  later  time. 


381  Bush  Street. 


Contributed  by  the  Author  to  The  American  Journal  of  Urology. 

GENERAL  CONSIDERATIONS  ON  HYPERTROPHY 
OF  THE  PROSTATE  AND  ITS  TREATMENT 

By  Dr.  Carl  Ostermann,  Braunschweig,  Germany. 

THE  causes  of  prostatic  hypertrophy  are  at  present  not 
perfectly  understood  and  many  varied  hypotheses 
have  been  advanced,  none  of  which,  however,  has  re- 
ceived undivided  approval.  According  to  Guyon,  prostatic 
hypertrophy  is  simply  a  local  manifestation  of  general  arterio- 
sclerosis, while  the  retention  of  urine  is  not  really  the  result  of 
the  hypertrophy  of  the  gland,  but  is  caused  by  the  sclerous  proc- 
ess in  the  blood  vessels  of  the  genito-urinary  system.  Others 
believe  that  the  process  is  a  myomatous  formation  in  the  pros- 
tate. According  to  Busch,  the  following  factors  are  to  be 
taken  into  consideration  in  the  development  of  prostatic  hyper- 
trophy; while,  in  the  child,  the  urethral  opening  forms  the 
deepest  portion  of  the  bladder,  the  base  of  the  organ  later  on 
becomes  deeper  than  this  opening  and  forms  behind  it  a  cavity, 
which  becomes  larger  and  larger  as  a  result  of  hydrostatic 
pressure.  Stagnation  of  urine  in  this  cavity  results  in  pros- 
tatitis and  is  the  starting  point  of  the  disease  under  considera- 
tion. 

Ciechanowski  is  of  the  opinion  that  a  chronic  inflammatory 
process  of  the  gland  due  to  gonorrheal  infection  results  in 
prostatic  hypertrophy,  and  this  theory  has  numerous  followers. 
Nevertheless,  Rovsing  calls  attention  to  the  fact  that  it  is  im- 
probable that  a  prostatitis,  existing  since  youth,  should  in  ad- 
vanced age  show  itself  in  the  form  of  an  hypertrophy  of  the 
gland  elements,  and  he  believes  that  generally  the  development 
is  quite  the  opposite.  He  states  that  at  first  there  is  an  hyper- 
trophy resulting  from  hyperemia,  then  in  the  chronic  process 
there  is  destruction  of  the  epithelia  and  formation  of  connective 
tissue  resulting  in  a  shrinkage  of  the  gland.    He  believes  that 
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the  hypertrophy  should  be  considered  one  of  compensation, 
while  the  qualitative  deterioration  of  the  secretion  is  compen- 
sated by  the  quantitative  increase.  We  can  draw  no  definite 
conclusions  as  to  the  development  of  the  hypertrophy  from 
histologic  examinations  of  the  organ. 

As  to  classification,  we  have  the  glandular  types  which  are 
slow  in  development  and  histologically  may  be  partially 
adenomatous,  partially  cystic  or  mixed  types,  in  which  the  con- 
nective tissue  and  the  unstriped  muscular  tissue  has  greatly  in- 
creased at  the  expense  of  the  glandular  tissue.  Rarely  one 
meets  with  a  purely  fibrous  type,  in  which  the  glandular  tissue 
has  been  made  to  disappear  by  overgrowth  of  the  stroma.  The 
enlargement  of  the  gland  is  either  regular  or,  on  the  other 
hand,  one  lobe  may  be  alone  involved.  That  an  enlargement 
of  the  so-called  middle  lobe  occurs  more  frequently  than  of  the 
lateral  lobes,  is  not  the  case.  Very  frequently  no  middle  lobe 
can  be  found  at  all  after  the  prostate  has  been  removed. 

Hypertrophy  of  the  prostate  may  lead  directly  to  urinary 
disturbances  in  that  the  lumen  of  the  urethra  simply  becomes 
compressed.  In  partial,  lateral  hypertrophy,  the  urethra  will 
be  found  displaced,  laterally  and  compressed.  In  some  in- 
stances an  enlarged  middle  lobe  may  obstruct  the  urethra  by 
its  valve-like  action. 

The  urinary  disturbances  are,  in  most  cases,  brought  about 
by  changes  arising  in  the  urethra  and  the  bladder.  The 
urethra  is  fixed  immovably  in  its  membranous  portion  in  the 
urogenital  diaphragm,  while  the  prostatic  portion  and  the  blad- 
der are  movable.  From  the  hypertrophy  of  the  prostate,  the 
urethra  becomes  elongated  in  this  portion,  the  internal  orifice 
is  raised,  so  to  speak,  while  the  fundus  of  the  bladder  sinks 
downward.  From  this,  the  prostate  is  pressed  forwards  and 
upwards  and,  in  this  manner,  there  occurs  a  bending  of  the 
urethra  at  its  membranous  portion.  Owing  to  the  elongation 
and  anterior  bending  of  the  urethra,  it  is  readily  understood 
why  one  cannot  always  reach  the  bladder  with  the  ordinary 
metallic  catheter  and  that  an  especially  long  and  greatly  curved 
instrument  is  necessary  to  attain  this  end.    Owing  to  the  bend- 
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ing  of  the  urethra,  one  not  infrequently  is  unsuccessful  in  reach- 
ing the  bladder,  even  with  catheters  of  small  calibre.  On  the 
contrary,  one  should  select  an  instrument  of  large  calibre,  the 
flexible  tin  catheters  are  most  suitable,  because,  with  these,  the 
urethra  is  put  upon  the  stretch  by  expanding  its  posterior  wall 
and  thus  the  bend  in  the  canal  can  be  straightened  out. 

Of  great  importance  for  the  development  of  functional  dis- 
turbances during  micturition  are  the  changes  arising  in  the  vesi- 
cal muscular  tissue  and  sphincter.  The  detrusor  vesical  does 
not  perform  its  functions  on  account  of  fibrous  transformation 
arising  in  it  and  which  can  also  involve  the  entire  muscular 
structure  of  the  bladder.  Let  me  here  state,  however,  that  this 
may  also  occur  in  advanced  age,  although  no  hypertrophy  of 
the  prostate  may  be  present.  This  sclerous  process  leads  to  the 
formation  of  diverticulae  in  the  bladder. 

The  internal  sphincter  may  become  entirely  involved  by 
the  enlarged  prostate  and  no  longer  forms  a  ring  capable  of 
closing  the  bladder;  thus  enuresis  follows,  which,  in  turn,  de- 
velops into  ischuria  paradoxa.  Prostatic  hypertrophy  in  most 
cases  gradually  develops  in  the  beginning  quite  imperceptibly. 
In  itself  it  would  not  be  an  affection  requiring  treatment,  were 
it  not  for  the  functional  disturbances  to  which  it  gives  rise. 
The  symptoms  may  progress  so  slowly  that  the  patient  bears 
them  for  a  long  time,  while  in  other  cases  a  sudden  total  reten- 
tion of  urine  obliges  the  patient  to  consult  the  physician  in 
haste. 

Upon  the  appearance  of  the  first  premonitory  disturbances 
of  micturition,  the  power  of  emptying  the  bladder  is  still  re- 
tained. Then  the  patient  notices  that  he  is  obliged  to  urinate 
frequently  at  night,  after  which  he  observes  that  the  urine  does 
not  flow  as  freely  as  formerly,  and  more  straining  is  necessary, 
and  that  it  takes  a  longer  time  for  the  urine  to  make  its  exit. 
These  patients  are  obliged  not  infrequently  to  walk  about  for 
some  time  before  the  stream  can  come,  or  they  may  be  obliged 
to  bend  forwards  before  micturition  can  be  accomplished. 

During  this  period,  however,  the  bladder  can  still  be  com- 
pletely emptied  as  long  as  its  muscular  tissue,  which  has  become 
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hypertrophied,  is  capable  of  overcoming  the  obstruction.  The 
bladder  wall  is  hypertrophied  as  a  result  of  the  obstruction,  the 
so-called  eccentric  hypertrophy.  At  times  these  symptoms 
diminish  only  to  reappear  as  the  result  of  exposure  to  cold, 
constipation,  voluntary  retention  of  the  urine,  or  an  excess  in 
eating  or  drinking. 

As  the  above  mentioned  causes  have  this  in  common,  that 
they  lead  to  congestion  of  the  urogenital  system,  Guyon  believes 
that  the  initial  urinary  disturbances  are  those  of  congestion  and 
upon  this  he  based  his  treatment  which  has  been  generally  fa- 
vorably accepted. 

The  medical  treatment  must,  above  all,  be  directed  toward 
protecting  the  patient  from  such  conditions  of  congestion,  and, 
therefore,  the  diet  must  be  carefully  regulated  and  the  general 
hygenic  conditions  of  the  patient  carefully  watched.  A  non- 
irritating  mixed  diet  should  be  ordered,  the  danger  of  any  ex- 
cess in  eating  or  drinking  explained,  and  a  quiet  mode  of  life 
with  sufficient  exercise  should  be  ordered.  Chilling  of  the  body 
is  to  be  especially  avoided.  The  principal  meal  should  be 
taken  at  mid-day,  while  the  evening  meal  should  be  taken  early 
and  be  of  a  light  character.  A  limited  amount  of  liquid  should 
be  ingested  and  regular  and  large  stools  should  be  obtained. 
The  desire  to  urinate  must  not  be  neglected.  Internally  iodide 
of  potash  has  been  recommended. 

With  such  measures  the  symptoms  can  be  alleviated  for  a 
long  time  and  may  even  cease  for  years.  However,  because 
the  urinary  disturbances  usually  appear  so  slowly  and  gradually, 
and  for  this  reason  are  borne  by  the  patient,  the  latter  rarely 
consults  a  surgeon  at  this  stage.  In  time  the  symptoms  in- 
crease and  gradually  the  second  stage  of  the  affection  develops, 
in  which  a  chronic,  partial  retention  occurs  on  account  of  incom- 
plete emptying  of  the  bladder.  The  desire  to  urinate  becomes 
more  frequent,  both  by  day  and  night,  while  the  urine  is  passed 
at  frequent  intervals,  the  stream  being  diminished  and  in  some 
cases  it  may  make  its  exit  drop  by  drop. 

Finally,  in  the  third  stage,  the  bladder  becomes  flabby, 
enlarged  and  is  permanently  filled  with  urine.    It  has  reached 


HYPERTROPHY  OF  THE  PROSTATE  205 


its  greatest  degree  of  dilatation  and  the  muscular  structures 
have  lost  their  power  to  contract.  There  is  either  incontinence 
or  inability  to  void  the  urine  spontaneously. 

If  the  internal  sphincter  has  lost  its  contractile  power  from 
the  hypertrophy,  then  enuresis  occurs  which  finally  develops 
into  a  ischuria  paradoxa.  The  urine  then  constantly  drops 
from  the  bladder  as  the  result  of  overflow.  In  other  cases 
marked  bending  of  the  urethra  occurs,  thus  preventing  micturi- 
tion. Here  the  patient  will  assume  the  lateral  position  or  he 
may  be  obliged  to  bend  forward,  which  straightens  the  bend 
in  the  urethra  to  a  certain  extent  so  that  the  urine  is  passed 
intermittently. 

Als  the  detrusor  does  not  perform  its  functions,  abdominal 
pressure  is  used  and  in  this  way  the  bladder,  plus  the  prostatic 
urethra  is  pressed  backwards  and  consequently  the  bend  in  the 
urethra  is  again  immediately  established.  In  other  cases  a 
well  developed  middle  lobe  lies  in  the  internal  orifice  and  acts 
like  a  valve,  while  many  other  kinds  of  complication  may  make 
the  condition  worse. 

Interference  with  micturition  leads  to  dilatation  of  the 
bladder  and  the  formation  of  diverticulae.  The  dilatation 
may  extend  to  the  ureters  and  renal  pelvis,  resulting  in 
hydrinephrosis,  while,  as  a  result  of  retention  of  urine,  with  its 
accompanying  decomposition,  nephritis  may  develop.  Finally, 
a  total  retention  may  occur  comparatively  early  in  the  disease, 
especially  when  the  hypertrophy  has  attained  a  considerable 
degree  of  development. 

It  is  not  of  rare  occurrence  that,  on  account  of  a  sudden 
total  retention,  the  patient  is  obliged  to  apply  for  medical 
treatment  for  the  first  time.  In  these  cases  relief  is  obtained 
by  catheterism,  and  for  this  purpose  I  believe  that  a  large 
calibre  metallic  catheter,  to  which  is  given  a  large  curve,  is  the 
best  instrument.  Flexible  tin  catheters  are  advisable.  In  some 
cases,  excellent  results  may  be  obtained  with  a  large  calibre 
Mercier  instrument.  By  means  of  the  large  calibre  catheter  in- 
juries to  the  urethra  and  false  passages  are  avoided,  because,  on 
account  of  its  size,  the  instrument  cannot  penetrate  through 
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the  walls  of  the  urethra,  a  thing  easily  taking  place  when  small 
calibre  and  pointed  catheters  are  used.  As  the  urethra  is 
longer  than  normal  and  bent,  the  patient  must  be  placed  in 
such  a  position  that  the  instrument  can  be  lowered  sufficiently. 
If  the  patient  is  greatly  excited  and  restless  it  is  advisable  to  ad- 
minister a  narcotic.  In  most  cases  the  patient  is  relieved  suffi- 
ciently so  that  operative  interference  may  not  be  necessary  at 
this  time.  Very  frequently,  another  interference  is  not  neces- 
sary for  years  if  the  patient  will  follow  the  hygenic  and  diatetic 
directions  above  given. 

In  other  cases  spontaneous  micturition  may  be  re-estab- 
lished by  the  occasional  passage  of  a  large  calibre  sound,  fol- 
lowed by  bladder  irrigation.  If,  however,  chronic  retention 
develops,  the  patient  is  then  obliged  to  resort  to  permanent 
catheter  life. 

When  patients  have  learned  to  catheterize  themselves 
aseptically,  so  that  secondary  cystitis  can  be  avoided,  and  when 
catheterism  is  only  necessary  once  or  twice  daily,  a  compara- 
tively bearable  life  can  be  led.  However,  after  catheterism 
has  been  continued  for  some  time,  even  conscientious  patients 
are  liable  to  become  careless,  they  neglect  their  asepsis  and 
finally  infection  of  the  bladder  results.  The  resulting  sad  con- 
ditions occur,  the  cystitis  causing  difficult  and  painful  introduc- 
tion of  the  catheter,  calculous  formation  and  hemorrhage  force 
them  to  give  up  catheter  treatment  and  resort  to  more  radical 
operative  measures.  Operation  is  also  advisable  in  those  cases 
where,  on  account  of  their  vocation,  a  proper  catheter  life  can- 
not be  led. 

Furthermore,  injuries  to  the  urethra  and  prostate  resulting 
from  unskillful  catheterism  may  oblige  one  to  operate.  For- 
merly, under  these  conditions,  supra-pubic  cystotomy  was  done, 
and  was  resorted  to  on  account  of  infiltration  of  urine.  When 
retention  was  to  be  temporarily  relieved,  and  in  order  to  save 
time,  capillary  puncture  of  the  bladder  was  resorted  to,  but, 
in  my  opinion,  this  operation  should  only  be  done  once,  and 
then  only  in  cases  of  absolute  necessity.  Capillary  aspiration 
fails  in  those  cases  where  much  blood  is  mixed  with  the  urine, 
because  the  needle  becomes  plugged  with  blood. 
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Infiltration  of  urine  and  abscess  formation  are  not  infre- 
quent occurrences.  Opening  the  bladder  by  suprapubic  incision 
is  to  be  preferred,  I  believe,  to  capillary  aspiration,  because 
the  bladder  can  be  carefully  explored.  The  opening  may  be 
left  open  until  the  existing  cystitis  is  better  and  the  flow  of  urine 
is  re-established  by  a  temporary  catheter.  If  necessary,  a  ret- 
rograde catheterism  may  be  done.  The  suprapubic  operation 
is  best  accomplished  in  the  Trendelenburg  position;  the  bladder 
is  exposed  by  a  transverse  suprapubic  incision.  It  is  well  to 
operate  with  the  bladder  full,  because  injuries  to  the  peritoneum 
can  be  more  easily  avoided.  Helferich  advises  filling  the  blad- 
der with  air,  because  one  thus  avoids  inundating  the  wound 
with  urine.  Even  without  filling  the  bladder,  it  is  not  difficult 
to  avoid  the  peritoneum.  As  long  as  the  urethra  is  impass- 
able to  the  catheter  the  bladder  is  drained  through  the  supra- 
pubic wound,  but  this  drainage  is  given  up  as  soon  as  a  per- 
manent catheter  can  be  inserted.  As  soon  as  the  excretion  of 
urine  through  the  urethra  is  made  certain,  the  suprapubic 
wound  will  close,  and  secondary  suture  becomes  unnecessary. 

Socin  considers  cystotomy  as  a  palliative  operation  in  pros- 
tatic patients  as  the  foremost  and  absolutely  rejects  capillary 
puncture.  Another  step  towards  permanent  relief  is  the  opera- 
tion of  suprapubic  cystostomy  as  advised  some  years  ago  by 
Poncet.  A  permanent  bladder-opening  is  made  in  the  linea 
alba  just  above  the  symphysis,  a  sphincteric  action  being  ob- 
tained by  the  recti.  The  steps  of  the  operation  are  as  follows: 
A  skin  incision  is  made  just  above  the  symphysis  and  the  an- 
terior wall  of  the  bladder  is  exposed;  the  peritoneum  being 
avoided,  the  organ  is  sewed  into  the  abdominal  wound.  The 
bladder  is  incised  to  the  extent  of  about  one  centimeter  at  the 
lowest  point  attainable  and  finally  the  edges  of  the  viscus  are 
sutured  to  the  border  of  the  cutaneous  incision,  including  the 
fascia  and  rectus  in  the  sutures.  Drainage  is  established  and 
the  urine  drawn  off  constantly.  The  immediate  results  of  the 
operation  are  favorable  and  the  condition  of  micturition  quite 
bearable. 

In  order  to  obtain  a  better  closure  of  the  vesical  fistula 
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Witzel's  technique  has  been  recommended.  Even  with  this 
method  incontinence  is  frequent  and  the  patients  are  compelled 
to  wear  a  urinal,  which,  naturally,  is  of  extreme  inconvenience. 
Cystostomy  does  not  restore  the  course  of  the  urine  to  the 
natural  passages  and,  therefore,  cannot  be  considered  as  an 
ideal  treatment  of  prostatic  hypertrophy.  On  the  contrary, 
those  methods  which  act  directly  upon  the  enlarged  gland, 
either  to  diminish  its  size,  or  to  remove  it  completely,  are 
naturally  more  to  be  preferred. 

The  attempts  to  influence  the  size  of  the  gland  directly 
with  drugs,  have  remained  unsuccessful,  such  as  suppositories 
of  iodine  and  its  compounds,  organo-therapeutics,  as  well  as 
the  endo-urethral  introduction  of  drugs  are  only  attended  by 
some  success  in  the  very  early  stages,  but  later,  one  must  not 
waste  time  with  these  measures.  The  attempts  to  reduce  the 
size  of  the  prostate  by  means  of  parenchymatous  injections 
have  proven  so  dangerous  that  they  have  long  ago  been  given 
up.  I  would  say,  however,  that  a  few  successful  results  were 
reported,  but  the  action  of  the  injections  was  so  uncertain  and 
gave  rise  so  frequently  to  hemorrhage,  abscess  and  fistulae,  as 
well  as  other  lesions,  that  they  ceased  to  be  in  favor.  Electro- 
puncture,  or  electrolysis,  which  Biedert  and  Casper  recom- 
mended, presented  the  same  disadvantages.  It  is  quite  impos- 
sible to  act  upon  the  prostatic  hypertrophy  with  the  faradic  or 
galvanic  current  by  way  of  the  rectum  or  urethra,  which  was 
recommended  at  one  time  by  certain  French  observers.  It  may 
be,  however,  that  the  current  had  some  effect,  inasmuch  as  it 
relieved  the  congestion  but  not  the  hypertrophy. 

Only  of  historic  interest  are  the  investigations  made  by 
Mercier,  Civiale  and  others  on  excision  of  the  prostate  through 
the  urethra.  Bottini,  following  Mercier's  idea  to  obtain  a 
diaresis  of  the  prostate,  employed  instruments  modelled  after 
those  of  the  French  surgeon;  however,  the  knife  was  changed 
into  a  cautery  blade. 

This  method  met  with  only  slight  attention  for  over  twenty 
years,  because,  in  the  first  place,  the  instruments  first  constructed 
were  unreliable  and  considerable  hesitancy  was  felt  about  work- 
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ing  in  the  dark.  Not  until  the  perfected  cystoscope  came  into 
use  was  it  possible  to  obtain  a  distinct  view  of  the  field  of  opera- 
tion and  only  when,  through  the  efforts  of  Freudenberg,  a  reli- 
able instrument  was  constructed  was  the  Bottini  operation 
accepted  with  much  enthusiasm.  This  operation  consists  in 
making  incisions  with  the  cautery  knife  in  the  prostate,  by 
which  means  an  enlargement  of  the  lumen  of  the  urethra  is 
sought.  The  operation  is  performed  without  narcosis,  cocaine 
anesthesia  being  used,  and  there  is  no  doubt  but  what  many 
patients  submit  more  readily  to  this  operation,  and  then  again, 
when  seen  early,  it  can  be  performed  on  an  aseptic  bladder. 
The  patient  can  be  up  and  about  in  two  or  three  days  after  the 
operation,  a  fact  especially  valuable  in  elderly  subjects.  It  has 
been  said  that  shock  and  hemorrhage  need  not  be  feared  when 
the  operation  is  properly  done.  Sexual  power  is  not  endan- 
gered and  incontinence  of  urine  is  only  temporary.  The  theory 
of  the  operation  was  to  first  examine  the  prostate  with  the 
cystoscope  and  with  the  finger  in  the  rectum  to  carefully  ascer- 
tain the  form,  size  and  type  of  hypertrophy,  in  order  to  esti- 
mate the  number  and  position  of  the  incisions  to  be  made.  In 
spite  of  the  advantages  credited  to  this  operation  and  the  fact 
that  the  technique  has  been  most  beautifully  perfected,  the 
Bottini  operation  rapidly  lost  its  followers.  Even  the  best 
technique  and  the  most  skillful  operators  could  not  avoid  un- 
pleasant accidents  and  were  unable  to  guarantee  a  good  result. 
Repetition  of  the  operation  often  became  necessary  and  even 
then  the  results  were  not  satisfactory.  Acute  retention  of  urine 
following  the  operation  caused  suprapubic  cystotomy  necessary. 
Incontinence  of  urine  often  occurred,  but  it  must  be  said  that  it 
was  of  mild  character  and  temporary.  According  to  Burck- 
hardt,  it  occurred  in  34.3  per  cent,  of  his  cases. 

Injuries  to  the  bladder  and  even  the  intestine  have  not  been 
infrequent.  Dangerous  hemorrhage,  infiltration  of  urine, 
sepsis,  orchitis  and  epididymitis  have  occurred  frequently. 
Thus  the  Bottini  operation  is  not  so  free  from  danger  and  the 
results  are  not  so  favorable  that  it  can  be  regularly  advised. 
Before  proceeding  to  the  consideration  of  the  radical  operation 
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for  prostatic  hypertrophy  I  would  briefly  refer  to  the  so-called 
sexual  methods  which  may  also  be  termed  indirect.  From  ex- 
periments on  animals  and  clinical  observation  it  became  known 
that  castration  produced  atrophy  of  the  prostate.  On  the 
strength  of  these  experiments  several  methods  were  devised  in 
which  a  secondary  atrophy  of  the  prostate  occurred  after  an 
operation  on  the  sexual  organs.  Ramm  and  White  recom- 
mended castration  and  reported  about  50  per  cent,  of  cures  and 
improvements.  Other  surgeons  followed  their  suggestion, 
The  results  published  are,  in  general,  not  unfavorable  and  at 
any  rate,  it  has  been  shown  that,  by  means  of  castration,  a  fa- 
vorable action  on  the  hypertrophy  is  possible.  However,  this 
operation  did  not  help  all  patients  and  often  was  refused,  even 
by  old  subjects.  Besides,  and  particularly  in  men  whose 
sexual  power  had  not  yet  ceased,  psychic  disturbances  developed 
and  melancholia  and  mania  have  been  observed,  even  in  old 
impotent  patients  and  also  when  the  operation  was  unilateral. 
Instead  of  castration,  Isnardi  suggested  vasectony  and  similar 
results  were  obtained  as  by  castration.  The  operation  is  not 
so  dangerous  and  can  be  performed  with  local  anesthesia. 
Rovsing  advises  the  following  technique :  Through  an  inci- 
sion 2  cm.  in  length,  the  cord  is  exposed  and  pulled  forward 
on  a  sound.  The  vas  deferens  is  then  felt  like  a  hard  cord  and 
is  grasped  and  separated  from  the  nerve  to  the  extent  of  about 
3  cm.  and  then  resected  between  catgut  ligatures.  The  cord  is 
then  dropped  and  the  scrotal  wound  closed  with  sutures.  Rov- 
sing resorted  to  this  operation  40  times  and  obtained  27  cures 
(that  is  to  say,  removal  of  the  clinical  symptoms).  In  9 
cases  there  was  an  improvement  and  in  only  4  did  the  condition 
remain  unchanged.  In  3  cases  the  Bottini  operation  was  re- 
sorted to  six  months,  one  and  two  years,  respectively  after  the 
operation;  5  patients  remained  in  good  condition  for  two  years 
and  12  enjoyed  good  health  for  from  three  to  six  years,  without 
any  of  the  symptoms  returning.  When  it  is  recalled  that  these 
patients  were  mostly  old  and  weak  subjects,  two  years  of  relief 
must  certainly  be  considered  as  a  great  gain.  Mental  disturb- 
ances apparently  never  occurred,  as  the  patients  retained  their 
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testicles  and  their  sexual  power.  In  this  advantage,  however, 
lies  the  great  disadvantage  of  the  operation,  because,  with  the 
retained  sexual  power,  there  remains  conditions  which  are  sure 
to  give  rise  to  congestion  of  the  prostate. 

Bier  endeavored  to  produce  atrophy  of  the  prostate  by 
ligating  the  internal  iliac  artery.  A  diminution  in  the  size  of 
the  prostate  may  be  brought  about  by  cutting  off  its  blood 
supply,  but  since,  however,  the  collateral  circulation  is  very 
soon  developed,  the  improvement  obtained  is  only  transitory. 
Bier  operated  on  1 1  patients,  3  of  which  died  immediately,  I 
case  was  unsuccessful  and  in  the  remaining  7  patients,  no  im- 
provement in  the  symptoms  was  obtained.  Willy  Meyer  oper- 
ated on  3  cases,  1  of  which  died,  1  was  a  failure  and  1  im- 
proved. In  this  case,  however,  gangrene  of  the  toes  occurred, 
because  on  account  of  the  injury  and  pressure  on  the  left  exter- 
nal iliac  artery  a  severe  hemorrhage  occurred,  necessitating 
ligature  of  the  common  iliac.  To-day  this  method  is  naturally 
entirely  abandoned. 

Whereas  the  operations  already  referred  to  are  more  on 
less  given  up,  or  are  only  indicated  to  a  limited  extent,  the 
radical  treatment  of  prostatic  hypertrophy  has,  of  recent  years, 
been  greatly  perfected  and  has  been  the  object  of  a  large  num- 
ber of  communications.  The  entire  or  partial  removal  of  the 
hypertrophied  gland,  is  accomplished  by  either  the  perineum  or 
the  suprapubic  route.  In  Germany  the  former  method  is  gen- 
erally still  preferred,  whereas  in  England  and  to  a  certain  ex- 
tent in  Aimerica  and  France,  the  suprapubic  method  seems  to 
be  becoming  more  and  more  popular.  Amussat  first  performed 
the  operation  successfully  in  1827.  In  the  8o's  a  number  of 
surgeons  resorted  to  this  operation,  the  writings  of  Belfield, 
McGill,  Dittel,  Trendelenburg  and  Schmidt  are  particularly 
familiar.  However,  it  is  only  recently  that  the  interest  in  this 
operation  has  become  general,  since  Freyer  published  his  results 
and  energetically  upheld  them.  Out  of  203  operations  for 
prostatic  hypertrophy,  he  records  a  mortality  of  8  per  cent. 
The  mortality  of  the  first  100  cases  was  10  per  cent.,  while  in 
the  last  103  it  was  less  than  6  per  cent.    Fourteen  of  the 
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patients  were  over  80  years  of  age  and  stood  the  operation 
well. 

Freyer's  technique  is  as  follows:  the  bladder  is  distended 
with  fluid,  when  catheterism  is  possible.  The  catheter  is  left 
in  situ.  The  bladder  is  then  opened  suprapubically.  Guided 
by  the  left  forefinger  the  mucosa  of  the  trigon,  just  behind  the 
internal  orifice,  is  split  to  a  slight  extent  with  a  sound,  the 
fingernail,  or  some  blunt  instrument,  and  with  the  finger  the 
gland  is  peeled  out  of  its  capsule,  while,  with  a  finger  in  the 
rectum,  protected  with  a  rubber  glove,  the  prostate  is  pushed 
upwards.  The  tumor  can  readily  be  shelled  out  of  its  capsule, 
but,  when  firm  adhesions  exist,  these  must  be  cut  with  scissors. 
The  ejaculatory  duct  and  ureter  should  remain  uninjured. 
Hemorrhage  is  slight  and  should  it  arise,  irrigation  with  a  salt 
solution  is  sufficient  to  control  it.  Freyer,  however,  does  not 
place  a  permanent  catheter  into  the  bladder,  whereas  other 
operators  prefer  it,  in  order  to  prevent  the  dressings  from  be- 
ing constantly  soaked.  Whether  or  not  the  permanent  catheter 
is  used,  a  drainage  tube  is  introduced  into  the  bladder  and  then 
the  abdominal  incision  is  closed  with  sutures,  excepting  where 
the  tube  makes  its  exit.    The  bladder  is  irrigated  daily. 

The  advantages  of  the  suprapubic  method  are  as  follows: 
the  possibility  of  obtaining  a  clear  view  of  the  base  of  the 
bladder  and  bimanual  palpation  of  the  prostate;  injuries  to  the 
rectum  are  practically  eliminated  and  those  of  the  bladder  and 
urethra  can  be  avoided;  the  operation  is  of  short  duration.  As 
disadvantages  of  the  operation,  I  would  mention  post-opera- 
tive hemorrhage,  even  necessitating  opening  the  wound;  good 
drainage  of  the  bladder  is  not  so  well  assured  as  in  the  perineal 
operation  and,  for  this  reason,  I  would  point  out  that  Fuller 
proposed  drainage  by  a  secondary  urethrotomy;  in  very  stout 
people  suprapubic  removal  of  the  prostate  is  rendered  difficult; 
even  in  a  small  bladder  the  operation  is  not  easy;  in  the  hard 
fibrous  types  of  the  disease  the  operation  sometimes  has  to  be 
completed  through  the  perineum. 

Perineal  prostatectomy  was  first  performed  by  Billroth 
in  1867,  and  has  been  since  perfected  principally  through  tha 
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work  of  French  and  American  surgeons  during  the  last  eight 
or  nine  years.  In  Germany,  if  one  may  be  guided  by  the 
literature  on  the  subject,  it  would  seem  to  be  preferred  to  the 
suprapubic  route.  The  advantage  of  the  operation  is  that  it  is 
guided  by  the  anatomical  relations  and  that  it  provides  excellent 
drainage. 

In  details  surgeons  differ.  For  example  some,  on  general 
principles,  open  the  urethra,  while  others  take  pains  to  avoid  it. 
Some  consider  the  perineal  method  more  particularly  indicated 
when  enlarged  lateral  lobes  have  to  be  removed.  They  reserve 
the  suprapubic  method  in  cases  of  enlargement  of  the  middle 
lobe,  which  occasionally  may  reach  high  up  into  the  bladder, 
and  would  appear  hard  to  be  reached  through  the  perineum. 

Many  of  these  differences  of  opinion  arose  before  the  tech- 
nique of  the  operation  was  fully  worked  out  and,  therefore, 
have  no  very  great  weight  at  the  present  time. 

The  technique  of  the  operation  is  as  follows:  the  patient 
is  placed  in  the  lithotomy  position,  a  sound  is  introduced  into 
the  urethra  to  serve  as  a  guide.  A  pre-rectal  convex  incision, 
about  two  fingers'  breadths  above  the  anus  is  made  from  one 
ischiatic  protuberance  to  the  other.  If  the  patient  is  thin  and 
the  prostate  lies  low,  a  median  perineal  incision  about  6  cm.  in 
length,  is  sufficient,  but  this  should  never  be  resorted  to  in  fat 
subjects,  or  when  the  prostate  is  situated  high  up.  The  danger 
of  hemorrhage  or  injuries  to  adjacent  organs  is  no  greater 
when  a  transverse  incision  is  used.  And  then  again,  one  has  a 
better  view  and  can  push  the  rectum  backwards  with  greater 
ease.  The  control  of  hemorrhage  is  an  easy  matter.  The 
dissection  is  proceeded  with  layer  by  layer  and  the  fatty  tissue 
and  fascia  are  divided.  The  connecting  ligament  of  the  bulb 
with  the  levator  ani  is  cut  and  then  the  short  recto-urethralis 
becomes  visible  and  the  rectum  is  then  pulled  forwards.  These 
muscles  must  then  be  incised.  When  this  has  been  done  the 
rectal  walls  immediately  recede  downwards  and  the  rectum  can 
be  pushed  backwards  so  far  down  that  the  operator  must  be 
extremely  awkward  if,  during  the  rest  of  the  operation,  he  in- 
jures it.    The  membranous  portion  of  the  urethra  and  posterior 
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aspect  of  the  prostate  are  now  brought  into  view.  Up  to  this 
point  this  is  the  way  the  operation  is  usually  performed  by  most 
operators.  Since  the  perineal  wound  has  a  certain  depth  and 
the  prostate  extends  upwards,  the  attempts  of  those  who  en- 
deavored to  do  a  complete  removing  of  the  prostate  consists 
in  bringing  the  gland  towards  the  operator.  Many  methods 
to  accomplish  this  have  been  suggested.  Nicoll  advised  mak- 
ing a  suprapubic  cystotomy  and  pressed  down  the  prostate  with 
the  fingers  introduced  into  the  bladder.  Other  operators,  de- 
sirous of  avoiding  either  opening  the  bladder  above  or  below, 
or  even  the  urethra,  have  considered  partial  removal  of  the 
prostate  as  sufficient. 

The  method  which  is  most  perfected  and  which  has  given 
excellent  results  when  the  prostate  is  situated  high  up,  or  even 
when  the  middle  lobe  is  enlarged,  is  to  open  the  urethra  and  in- 
sert a  retractor.  The  membranous  urethra  is  opened  on  the 
sound,  usually  on  the  side,  and  two  sutures  are  inserted  in  order 
to  act  as  guides.  The  sound  is  then  withdrawn  and  through 
the  incision  a  medium-sized  sound  or  the  forefinger  is  inserted, 
partly  to  dilate  the  sphincter  and  partly  to  ascertain  the  direc- 
tion in  which  the  director  should  be  inserted.  Several  instru- 
ments for  retraction  of  the  prostate  have  been  devised,  but  I 
give  my  preference  by  far  to  that  invented  by  Young.  After 
this  retractor  is  inserted,  its  branches  may  be  made  to  open  to 
the  extent  of  1800.  When  opened,  the  branches  of  the  in- 
strument lie  directly  behind  the  lateral  lobes  and  by  pulling  it 
down  the  prostate  is  brought  nearer  to  the  operator.  By  turn- 
ing the  branches  900  the  middle  lobe  is  also  easily  brought 
down.  After  the  entire  surface  of  the  prostate  is  fully  ex- 
posed in  the  wound  an  incision  is  made  on  each  side  of  the 
median  line,  diverging  slightly  from  above  downwards.  In 
this  way  a  connective  tissue  bridge  is  formed,  which  contains 
the  ejaculatory  ducts  and  vessels.  With  a  blunt  dissector  an 
attempt  is  made  to  separate  the  lobes  from  their  capsules,  while, 
with  the  other  hand,  traction  is  made  on  the  retractor.  In  this 
way  the  prostate  is  made  quite  accessible,  and  then  again  the 
urethra  becomes  well  marked,  so  that  any  injury  to  it  is  avoided. 
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After  the  prostate  is  separated  on  the  sides  from  its  capsule,  an 
attempt  should  then  be  made  to  seize  the  gland  and  draw  it 
down  in  order  to  make  the  dissection  easier.  Broad  flat 
forceps  are  best  for  grasping  the  gland,  because  the  tender 
prostatic  tissue  is  easily  torn  through.  Thus  one  continues 
slowly  until  the  upper  and  anterior  portions  of  the  prostate  are 
reached,  which,  lying  against  the  bladder,  are  best  freed  with 
the  finger  from  the  mucosa  of  the  viscus;  the  branches  of  the 
retractor  serve  as  a  guide.  In  this  manner  the  lobes  of  the 
prostate  can  usually  be  removed  in  toto  without  injury  to  the 
urethra,  ejaculatory  ducts  or  the  mucous  membrane  of  the 
bladder. 

If,  however,  there  is  an  enlarged  middle  lobe,  it  is  brought 
down  by  the  retractor,  the  index  finger  is  introduced  into  the 
cavity  left  by  the  enucleation  of  the  right  lobe.  The  retractor 
is  inserted  a  little  deeper  into  the  bladder  and  an  angle  of  900 
is  made  with  its  branches  and  by  the  finger  one  can  ascertain 
how  much  the  middle  lobe  can  be  brought  down.  The  index 
of  the  left  hand  now  tries  to  displace  the  middle  lobe  towards 
the  left  prostatic  cavity  which  is  easily  accomplished  by  care- 
fully turning  the  retractor  simultaneously  in  the  same  direction. 
With  forceps  the  middle  lobe  is  grasped  as  soon  as  it  becomes 
visible  and  pulled  downward,  while,  with  the  left  finger,  it  is 
peeled  out. 

The  object  of  the  middle  bridge  of  connective  tissue  is  to 
protect  the  ejaculatory  ducts.  When  sexual  power  has  ceased 
for  some  time  and  the  conditions  for  enucleations  are  difficult, 
then  this  bridge  need  not  be  made,  but  access  to  the  prostate 
may  be  made  by  splitting  it.  After  the  lobes  of  the  prostate 
have  been  removed,  a  careful  digital  examination  should  be 
made  in  order  to  be  sure  that  bits  of  prostatic  tissue  have  not 
been  left  behind,  the  retractor  is  removed  and  a  medium-sized 
permanent  catheter  is  inserted  into  the  bladder,  while  a  large 
drainage  tube  is  put  in  the  wound.  The  cavities  formed  by  the 
prostatic  capsule  should  be  lightly  packed  with  iodoform 
gauze,  so  that  the  rectum  may  not  become  compressed.  The 
incision  can  then  be  partially  closed  with  sutures.    The  gauze 
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drainage  should  be  loosened  up  on  the  second  day  and  removed 
on  the  fourth,  while  the  catheter  may  be  removed  on  the 
fourth  or  the  fifth  day.  Urine  is  voided  by  the  perineum.  To 
obtain  better  drainage  continuous  irrigation  of  the  bladder 
through  the  catheter  has  been  recommended.  After  the  opera- 
tion an  injection  of  salt  solution  is  best  given. 

The  period  of  convalescence  varies  from  three  to  four 
weeks.  No  unpleasant  accidents  during  the  operation  need  be 
feared  if  due  precaution  is  taken.  Hemorrhage  is  slight,  if 
one  has  not  been  unfortunate  enough  to  injure  the  bulb.  In- 
juries to  the  rectum  from  decubitus  on  account  of  too  tight 
plugging  of  the  wound  occurred  in  the  early  operations,  but 
can  easily  be  avoided  if  the  field  of  operation  is  clearly  exposed 
with  retractors,  instead  of  blunt  hooks  which  were  formerly 
used,  and,  if  the  cavities  of  the  capsule  are  only  lightly  packed, 
and  the  packing  loosened  and  entirely  removed  within  forty- 
eight  hours.  By  a  secondary  suture  of  the  perineal  wound,  the 
process  of  healing  may  be  shortened  after  the  urethral  wound 
has  closed.  As  to  after-treatment,  it  is  advisable  to  apply 
electricity  to  the  bladder  if  the  cystitis  persists,  and  the  admin- 
istration of  urotropin.  The  patients  should  be  ordered  to* 
pass  their  urine  every  two  hours. 

The  functional  results  of  the  operation  are  ordinarily 
strikingly  good.  The  patients  very  soon  learn  to  void  the 
urine  spontaneously  without  straining.  The  slight  incon- 
tinence following  soon  disappears.  Some  patients  may  only 
urinate  every  five  or  six  hours  within  a  day  or  two  after  the 
operation.  Residual  urine  is  entirely  absent,  or  only  slight  in 
amount,  but  it  is  evident  that  bladders  which  are  greatly  dilated 
before  the  operation  can  only  resume  their  normal  size  slowly. 
The  general  condition  of  the  patient  rapidly  improves. 

As  subjects  who  undergo  prostatectomy  are  frequently  old 
and  debilitated,  the  dangers  of  narcosis  should  not  be  consid- 
ered lightly,  and  often  it  is  a  serious  contraindication  for  the 
operation. 

Attempts  to  perform  prostatectomy  under  local  anesthesis 
according  to  Schleich's  method,  have  not  proven  satisfactory. 
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The  prostate  can  be  well  exposed  under  infiltration  anesthesia, 
after  which  a  cone  saturated  with  alcohol  and  water  may  be 
placed  over  the  patient's  face  in  order  to  divert  his  attention 
from  the  operation.  As  soon,  however,  as  the  prostate  itself 
is  grasped,  the  pain  becomes  so  unbearable  that  general  narcosis 
must  be  resorted  to.  The  enucleation  of  the  prostate  does  not 
take  long  and  the  rest  of  the  operation  is  quickly  accomplished, 
so  that  the  general  narcosis  is  not  of  long  duration.  At  any 
rate,  one  will  often  hesitate  before  exposing  elderly  subjects 
even  to  a  short  narcosis  and  in  these  cases  the  Bottini  operation 
has  its  indication. 

It  seems  that  it  is  possible  to  perform  prostatectomy  under 
lumbar  anesthesia  without  exposing  the  patient  to  the  dangers 
of  a  general  narcosis.  Lumbar  anesthesia  is  now  so  perfected 
that  it  can  be  readily  resorted  to;  especially  in  weak  patients  in 
poor  general  condition  it  is  well  borne  and  lesions  of  the  heart, 
lungs,  or  kidneys  which  often  represent  contraindications  in 
prostatic  patients  are  not  to  be  feared  when  this  method  is  em- 
ployed. However,  lumbar  anesthesia  has  only  become  a  safe 
and  reliable  method  since  stovain  and  novocain  have  been  sub- 
stituted for  cocaine,  along  with  the  addition  of  adrenalin.  In 
the  doses  required  for  producing  anesthesia  stovain  and  novo- 
cain never  give  rise  to  the  secondary  toxic  effect,  which  was  so 
frequently  encountered  when  cocaine  was  used.  By  the  addi- 
tion of  adrenalin  to  the  solution,  Braun  states  that  the  local 
effects  are  still  made  slighter  and  he  has  observed  no  after 
effects.  He  attributes  the  headache  and  slight  meningeal  irri- 
tation to  the  fact  that  the  adrenalin  generally  found  in  com- 
merce contains  hydrochloric  acid.  He  warns  against  steriliz- 
ing the  syringe  in  a  soda  solution,  as  it  may  lead  to  bad  after 
effects  by  the  chemical  action  of  the  soda  on  the  solution.  The 
solution  is  ordinarily  introduced  between  the  second  and  third 
lumbar  vertebrae  with  the  patient  sitting  and  bending  for- 
wards. Ten  centigrams  of  novacain  are  sufficient;  the  dura- 
tion of  the  anesthesia  varies  and  is  rather  irregular. 

In  concluding,  I  will  report  three  cases  operated  on  by 
Dr.  Harting  which  came  under  my  observation,  Young's  tech- 
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nique  being  used.  In  case  3  an  attempt  was  made  to  proceed 
with  infiltration  anesthesia,  but  the  operation  had  to  be  com- 
pleted under  general  narcosis  because  the  patient  became  very 
restless  and  the  pulling  downward  of  the  prostate  was  ex- 
tremely painful.  The  after-treatment  in  this  case  was  also 
especially  difficult  because  the  patient  delayed  the  process  of 
repair  by  manipulations  on  the  wound  and  removing  the  drain- 
age. Nevertheless,  the  result  of  this  operation  was  excellent. 
In  the  two  other  cases  a  satisfactory  result  was  obtained.  In 
the  second  case  the  patient  died  three  months  after  the  opera- 
tion from  a  cerebral  hemorrhage. 

Case  i.  P.  G.,  65  years  of  age.  On  March  28,  1905, 
the  patient  was  catheterized  for  complete  retention  of  urine. 
For  several  weeks  previously  he  had  had  symptoms  and,  al- 
though he  had  felt  the  desire  to  urinate,  he  could  not  accom- 
plish the  act  spontaneously.  At  first  warm  applications  and 
sitz  baths  were  ordered,  but  for  eight  days  it  was  necessary  to 
catheterize  him  twice  daily.  The  patient  had  always  been  in 
excellent  health.  About  40  years  ago  he  had  gonorrhea  with- 
out complications  and  which  was  cured  in  several  weeks. 

March  28,  1905.  Catheterized  at  night  on  account  of 
complete  retention  of  urine.  Bladder  reaches  the  umbilicus. 
Urine  has  very  bad  odor.  Rectal  examination :  great  enlarge- 
ment of  the  right  lobe  of  the  prostate,  likewise  the  middle 
lobe.  Two  irrigations  of  the  bladder  daily  were  ordered  on 
account  of  cystitis. 

March  30.  Loss  of  blood  with  the  passage  of  the 
catheter,  which  also  occurred  spontaneously  during  the  day. 
Urine  contains  many  leucocytes,  numerous  red  blood  cor- 
puscles, no  casts,  no  sugar.  April  10.  Some  suspicion  of  car- 
cinoma existed  on  account  of  the  hemorrhage.  No  metastases 
could  be  demonstrated.  Cystoscopy  was  unsuccessful,  as  the 
bladder  would  immediately  fill  with  blood.  April  12. 
Cystoscopy  by  Prof.  Kollman,  who  could  see  nothing  on  ac- 
count of  the  hemorrhage.  This  was  repeated  two  days  later 
and  was  a  failure.  On  April  18  a  third  cystoscopy  was  un- 
dertaken by  Prof.  Kollman,  at  which  time  he  found  a  typical 
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picture  of  prostatic  hypertrophy  without  any  evidence  of  car- 
cinoma. 

On  April  21  perineal  prostatectomy  was  done  under 
chlorofrom-ether  narcosis.  Zuckerkandl  incision,  advancing 
to  the  membranous  urethra.  Incision  of  the  urethra.  The 
middle  and  lateral  lobes  can  be  distinctly  felt.  Incision  of  the 
prostatic  capsule  on  the  right  and  left  of  the  median  line,  so 
that  a  connective  tissue  bridge  about  2  cm.  wide  remains. 
Blunt  dissection  of  the  capsule;  the  prostate  being  pulled  down 
with  the  retractor,  the  left  lobe  was  removed  and  afterwards 
the  right;  the  middle  lobe  was  then  rolled  into  the  left  pros- 
tatic cavity  and  removed.  Introduction  of  a  rubber  drain  into 
the  bladder  through  the  membranous  urethra.  The  drain 
was  sutured  to  the  skin  and  2  lateral  sutures  in  the  wound. 
Iodoform  gauze  packing.    T  bandage. 

April  25.  General  condition  good.  No  temperature. 
The  drain  was  working  well  to-day.  Iodoform  gauze  packing 
removed.  April  26.  As  the  drain  no  longer  worked  properly 
a  rubber  catheter  was  inserted  into  the  bladder  through  the 
urethra.  This  was  removed  on  May  9.  May  14.  Mic- 
turition is  now  spontaneous,  but  a  few  drops  of  urine  still 
escape  through  the  perineal  wound.  May  18.  Perineal 
wound  entirely  closed.  No  fistula.  A  few  drops  of  urine  are 
voided  by  the  urethra  every  hour.  Daily  electrical  treatment 
to  the  bladder.  May  21.  Discharged.  July  1.  All  drib- 
bling of  urine  has  ceased.  Urinates  in  a  stream.  Fifteen  cc. 
residual  urine.    No  cystitis. 

Case  2.  E.  T.,  63  years  of  age.  Formerly  in  good 
health  except  for  an  inflammatory  process  of  hip  joint  at  the  age 
of  16.  This  was  recovered  from  in  about  two  years  with  some 
shortening.  Fifteen  years  ago  he  had  a  slight  gonorrhea 
without  complications,  which  was  recovered  from  in  about 
three  weeks.  In  April,  1904,  the  first  urinary  symptoms  were 
noticed.  Desire  to  urinate  and  could  not.  This  repeatedly 
occurred  and  the  urine  flowed  in  a  weak  stream. 

February  15,  1905,  examined  by  a  physician  for  the  first 
time.    Prostatectomy  was  then  advised,  but  the  patient  de- 
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clined.  In  the  beginning  of  September  he  again  had  complete 
retention,  requiring  catheterism.  On  September  25  entered 
the  clinic  for  operation. 

Status  praesens.  For  from  three  to  four  weeks  the  urine 
has  dribbled  away,  although  this  was  not  noticed  by  the 
patient.  The  residual  urine  500  cc.  A  litre  of  water  can  be 
introduced  into  bladder  without  being  noticed  by  the  patient. 
The  prostatic  tumor  extends  to  the  left  and  in  the  middle; 
cystoscopy  shows  a  typical  picture  of  prostatic  hypertrophy. 
Lungs  and  heart  normal.  No  albumin,  no  sugar,  no  casts, 
many  leucocytes  and  very  foul  odor  of  urine.  The  right  hip 
joint  is  flexed,  abducted  and  adducted,  limitation  of  motion 
one-half.  Trochanter  5  cm.  above  the  Roser-Nelaton  line. 
He  was  first  treated  with  helmitol  and  irrigations  of  the  blad- 
der on  account  of  the  cystitis. 

October  2.  Perineal  prostatectomy.  Under  infiltration 
anesthesia  the  membranous  urethra  was  exposed  by  a  curved 
incision.  Urethra  incised  on  sound  and,  after  the  latter  had 
been  withdrawn,  a  Young's  retractor  was  introduced.  By 
traction  the  prostate  could  be  pulled  down  considerably,  which 
was  a  great  help  because  the  prostate  was  situated  rather  high 
and  the  advancement  was  difficult  on  account  of  the  right- 
sided  hip  joint  ankylosis.  The  prostatic  capsule  was  split  by 
two  incisions  carried  from  right  to  left  of  the  median  line  and 
somewhat  diverging.  No  injury  to  the  ejaculatory  duct. 
The  prostate  was  dissected  bluntly  out  of  the  capsule  and  only 
a  small  bit  had  to  be  removed  with  a  knife.  By  turning  the 
retractor  the  middle  lobe  was  brought  down  and  then,  with  the 
forefinger  of  the  left  hand,  was  pushed  into  the  left  prostatic 
pocket  and  removed  with  a  scissors.  A  drainage  tube  was 
inserted  through  the  urethral  wound  and  a  rubber  catheter 
into  the  urethra.  Light  iodoform  gauze  packing  and  T  band- 
age. 

October  6.  General  condition  good.  Packing  loosened. 
Soft  catheter  cannot  be  introduced  and,  therefore,  drainage  in 
the  perineum  was  continued.  October  10.  The  catheter  in 
the  urethra  was  removed,  but  a  soft  rubber  could  not  be  in- 
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serted.  The  urine  was  freely  discharged  through  the  perineal 
wound.  October  12.  Soft  rubber  catheter  can  be  introduced 
into  the  bladder  and  the  patient  can  walk  about  with  it  in  for 
an  hour  at  a  time.  No  elevation  of  temperature,  excepting 
after  a  tense  catheterism.  Secondary  suture  of  the  wound. 
October  20.  Removal  of  catheter.  Urine  only  passed  in 
small  amounts  through  the  perineal  wound.  Electricity  to  the 
bladder,  as  there  is  some  paresis  of  the  sphincter  and  detrusor. 
Constant  dribbling  of  urine  through  the  urethra.  Patient  can 
hardly  feel  when  the  bladder  is  full.  Wears  a  urinal.  Octo- 
ber 27.  Perineal  wound  closed.  Patient  tries  to  urinate  every 
two  hours.  November  8.  Discharged.  Electricity  to  the 
bladder  and  irrigations  twice  a  week.  November  24.  The 
patint  urinates  spontaneously,  dribbling  of  urine  has  com- 
pletely disappeared.    Residual  urine  50  cc. 

Case  3.  W.  B.,  76  years  of  age.  Three  years  ago  was 
catheterized  for  the  first  time  for  total  retention.  He  then 
had  urinary  symptoms  which  increased,  so  that  during  the  two 
years  about  every  two  months  he  was  obliged  to  have  his  urine 
drawn.  In  the  beginning  of  October  he  again  had  total  re- 
tention and  had  to  be  catheterized.  The  attempt  at  catheter- 
ization was  unsuccessful,  but  was  finally  succeeded  in  by  the 
use  of  a  large  tin  catheter.  About  1500  cc.  were  withdrawn; 
slight  cystitis.  Complete  retention  occurred  the  next  night  and 
then  the  patient  consented  to  an  operation.  October  5.  The 
bladder  was  first  emptied  with  a  large  tin  catheter  followed  by 
irrigation.  The  lateral  and  middle  lobes  were  found  hyper- 
trophied.  In  the  urine  only  leucocytes  were  found.  Other 
organs  normal.  As  spontaneous  micturition  for  the  next  few 
days  was  impossible,  perineal  prostatectomy  was  done  on  Octo- 
ber 9. 

In  filtration  anesthesia  was  first  tried,  but,  as  the  patient 
became  very  restless,  chloroform-ether  narcosis  was  resorted  to. 
Transverse  incision  of  the  perineum.  The  urethra  was  opened 
on  the  sound  and  a  retractor  introduced.  Capsule  was  split 
by  two  incisions  and  the  lateral  lobes  were  dissected  out  with  a 
scissors.     Middle  lobe  quite  large.    Displaced  to  the  left  and 
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removed  with  scissors.  Soft  rubber  catheter  introduced  into 
the  urethra  and  a  rubber  drainage  into  the  perineal  wound. 
Cavities  packed  with  gauze. 

A  half  hour  after  the  patient  was  put  back  to  bed  he  re- 
moved the  catheter  and  drainage  tube.  The  packing  was  re- 
moved and  a  catheter  and  drainage  tube  again  inserted  and  the 
drainage  tube  sewed  to  the  skin.  A  few  hours  later  the  patient 
again  removed  these.  October  10.  As  the  introduction  of  a 
soft  catheter  through  the  urethra  was  not  successful,  a  large 
tin  catheter  was  introduced  into  the  bladder  and  on  this  a 
Biilau  drainage  was  attached.  Even  this  apparatus  was  re- 
moved by  the  patient  a  few  hours  later  when  he  was  not 
watched.  Further  attempt  at  drainage  was  not  tried  and  the 
urine  flowed  constantly  from  the  perineal  wound.  October 
13.  Patient  is  constantly  wet,  all  urine  flowing  from  the 
perineum.  Iodoform  packing  removed  and  secondary  sutures 
inserted  in  the  perineal  incision.  October  16.  The  sutures 
were  examined  by  the  patient  as  to  their  durability  and  were 
pulled  out.  October  19.  Sutures  reintroduced.  Part  of  the 
urine  passes  through  the  urethra.  October  24.  All  urine 
passes  through  the  urethra  and  two  days  later  he  was  dis- 
charged. 

November  2.  Left-sided  epididymitis.  November  18. 
No  fistula.  Patient  urinates  spontaneously.  No  dribbling. 
Residual  urine  150  cc. 

The  question  as  to  whether  one  should  operate  early  when 
the  conditions  for  a  good  result  are  more  favorable,  because 
the  patient  is  in  good  condition,  the  changes  in  the  bladder  are 
still  slight,  and  when  especially  there  is  no  cystitis;  or  whether 
one  should  operate  only  when  urgent  symptoms  are  present 
must,  I  believe,  at  the  present  time  be  in  favor  of  the  former. 
No  operation  can  be  considered  free  from  danger  and  a  bear- 
able catheter  life  is  easily  supported  by  the  patient.  In  the 
early  stages  of  the  disease,  when  retention  of  urine  occurs  sud- 
denly, the  catheter  should  first  be  resorted  to  and,  in  many 
cases  further  trouble  may  not  be  anticipated  for  some  time,  if 
the  patient  follows  prescribed  treatment.    Occasionally,  a 
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cystotomy  may  be  necessary,  but,  even  then,  the  urine  may 
finally  be  voided  by  the  urethra.  In  these  cases,  however, 
prostectomy  should  be  seriously  considered. 

Radical  treatment  must  be  resorted  to  when  catheterism 
becomes  impossible,  or  is  difficult,  or  if  pain  and  other 
symptoms  increase  during  catheterism  so  that  the  patient  wishes 
to  be  relieved  from  his  suffering,  and  above  all  where  severe 
cytitis,  hemorrhage  and  elevation  of  the  temperature  consumes 
the  patient's  strength.  Malignant  transformation  of  the  pros- 
tate occurs  more  frequently  than  has  been  generally  supposed 
and  radical  removal  of  the  prostate  is  always  to  be  recom- 
mended so  long  as  the  disease  remains  enclosed  within  the 
capsule.  It  is  surprising  how  well,  even  in  greatly  enlarged 
bladders  and  those  incapable  of  contraction  micturition  can 
adapt  itself  in  a  comparatively  short  time.  If  interference  of 
micturition  is  dependent  upon  an  enlarged  middle  lobe,  the 
suprapubic  method  is  preferable.  Removal  through  the 
perineum  of  large  middle  lobes  is  an  easy  matter  when  the  re- 
tractor is  used.  The  other  methods  such  as  Bottini's  and  the 
sexual  ones,  offer  beside  their  dangers,  a  great  uncertainty  as 
to  the  result. 
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THREE  CASES  ILLUSTRATING  A  NEW  METHOD  FOR  THEIR  SUC- 
CESSFUL REMOVAL  BY  THE  COMBINED  SUPRA-PUBIC  AND 
PERINEAL  ROUTES. 

By  J.  Lynn  Thomas,  C.  B.,  F.  R.  C.  S.  Eng.,  Surgeon  to  the  Cardiff  Infirmary 
and  to  the  Royal  Hamadryad  Hospital,  Cardiff. 

AT  the  Sheffield  meeting  of  the  British  Medical  Asso- 
ciation I  described  a  simplified  method  of  perform- 
^  ing  prostatectomy  by  the  combined  suprapubic  and 
perineal  routes,  and  contended  that  from  a  theoretical  stand- 
point the  combined  method  should  be  the  operation  of  choice, 
and  in  support  of  my  conclusions  I  recorded  12  consecutive  and 
successful  cases.  I  now  desire  to  record  my  experience  of  three 
cases  of  prostatic  calculi  treated  successfully  on  the  same  lines 
as  were  indicated  in  that  paper  1 — viz.,  firstly,  by  suprapubic 
cystotomy,  and  followed  by  perineal  opening  made  transves- 
ically  and  large  enough  to  admit  the  forefinger  from  the 
perieum. 

In  my  method  of  operating  the  patient  is  lying  on  his  back 
with  his  thighs  separated  during  the  whole  operation.  I  wish 
to  draw  special  attention  to  the  difference  that  exists  between 
the  perineal  opening  made  in  cases  of  prostatectomy  and  in 
those  now  under  consideration;  in  the  former  the  perineal 
opening  does  not  involve  the  urethra  at  all,  as  it  extends  from 
the  bottom  of  the  bed  of  the  prostate,  whilst  in  the  latter  the 
opening  in  made  through  the  membranous  urethra.  In  the 
three  cases  which  I  now  record  I  could  demonstrate  that  the 
mucous  membrane  of  the  urethra  was  pushed  down  as  far  as 
the  incised  perineal  skin  before  the  point  of  the  special  pros- 
tatectomy forceps  passed  transvesically  into  the  urethra,  the 
well-known  normal  distensibilitv  and  strength  of  the  posterior 
urethra  allowing  it  to  be  readily  done.  My  first  case  is  a  strik- 
ing illustration  that  during  the  operation  there  is  no  serious  dis- 
turbance of  the  anatomical  conditions  or  relationship  between 

1  For  details  see  Brit.  Med.  Jour.,  Oct.  3rd,  1908. 
224 


PROSTATIC  CALCULI 


225 


the  urethra  and  rectum,  because  in  it  there  existed  a  recto- 
urethral  fistula  at  the  time  of  operation,  which  subsequently 
healed  without  giving  further  trouble.  There  need  be  no  un- 
natural tension  upon  the  parts  between  the  rectum  and  the 
urethra  if  counter-pressure  be  applied  to  the  perineum  during 
the  passage  of  the  curved  forceps  through  the  bladder  towards 
it.  My  present  observations  are  confined  to  the  treatment  of 
these  cases. 

Case  i.  ioi  prostatic  caculi;  recto-urethral  fistula; 
structure  of  vesical  urethral  opening. — The  patient,  aged  63 
years,  had  suffered  for  over  20  years  from  "  stricture  at  the 
neck  of  the  bladder"  and  had  to  carry  with  him,  and  use, 
catheters  on  and  off  owing  to  stoppages.  For  some  months 
before  operation  he  had  been  passing  air  bubbles  through  the 
urethra  and  quantities  of  slimy  mucus  with  feculent  odor  and 
with  acid  urine.  Per  rectum  the  prostate  felt  enlarged  and 
was  exquisitely  tender.  A  No.  6  catheter  could  with  much 
difficulty  be  passed  into  the  bladder.  Dr.  C.  C.  Shepherd  and 
I  advised  operation  about  four  years  before  the  patient  sub- 
mitted to  it. 

After  performing  suprapubic  cystotomy  the  vesical  urethral 
opening  was  found  to  be  contracted,  rigid,  and  unyielding  to 
dilating  force,  so  it  was  incised  sufficiently  to  admit  the  tip  of 
my  forefinger  which  I  then  passed  into  a  biggish  pouch  in 
the  prostatic  urethra  bulging  towards  the  rectum,  and  which 
was  full  of  calculi  represented  in  Fig.  1.  Owing  to  the  diffi- 
culty in  removing  the  concretions  and  also  on  account  of  the 
highly  septic  condition  of  the  cavity  I  passed  my  special  forceps 
for  prostatectomy  to  the  bottom  of  the  cavity  and  opened  the 
perineum.  By  digital  manipulation  (the  forefinger)  I  re- 
moved the  101  calculi  through  the  bladder  and  the  perineum. 
After  thorough  irrigation  I  fixed  a  five-eighths  of  an  inch  pros- 
tatectomy rubber  tube  into  the  bladder  through  the  perineum. 
Recovery  was  rapid  and  there  were  no  air  bubbles  passed  after 
the  operation.    Dr.  Shepherd  gave  ether  anesthesia. 

Case  2.  The  patient,  aged  62  years,  had  suffered  for 
about  12  years  from  irritability  of  the  bladder,  night  micturi- 
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tion,  and  had  had  catheters  used  on  and  off  for  years.  His 
trouble  began  when  he  was  in  South  Africa.  Mr.  G.  R.  Spar- 
row of  Cardiff  and  Mr.  T.  J.  Webster  of  Merthyr  Tydvil 
were  of  opinion  that  he  had  enlarged  prostate  with  chronic 
septic  cystitis,  but  they  were  not  allowed  to  pass  a  metal 
catheter. 

On  January  23,  1908,  I  performed  suprapubic  cystotomy 
under  ether  anesthesia,  administered  by  Mr.  Sparrow,  and 


Fig.  i. 


was  assisted  by  Mr.  Webster.  After  removing  a  large,  soft, 
friable,  vesical  calculus  (Fig.  2,  marked  "Vesical,"  weighing 
over  one  ounce  when  dry),  the  bladder  and  prostate  seemed  to 
be  normal,  and  at  my  request  Mr.  Webster  again  examined 
per  rectum  and  reported  that  the  apparently  enlarged  prostate 
which  had  been  previously  diagnosed  could  still  be  felt.  I 
therefore  carefully  inspected  the  base  of  the  bladder  and  found 
a  small  opening  about  three-quarters  of  an  inch  behind  the 
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urethral  orifice  which  led  into  a  sacculus  with  a  hard  stone 
(Fig.  2,  marked  "  Sacculus,"  weight  half  an  ounce  when  dry) 
in  it,  situated  between  the  prostate  and  rectum.  This  was  re- 
moved by  incising  the  opening  into  the  prostatic  urethra;  and 
afterwards  I  again  found  eight  small  faceted  calculi  (Fig.  2, 
marked  "  Prostatic  ") .  Perineal  drainage  was  then  established 
by  pushing  the  special  forceps  through  the  urethra  towards 
the  perineum  in  the  manner  already  referred  to,  and  a  five- 
eighths  of  an  inch  rubber  tubing  was  pulled  through  the  supra- 
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pubic  opening  into  the  perineal  wound  and  fixed  there.  The 
patient  left  the  private  home  with  the  wounds  healed  within  a 
month. 

Case  3.  A  man  was  admitted  under  my  care  at  the  Car- 
diff Infirmary  during  1908.  He  had  suffered  from  irritability  of 
the  bladder  and  pain  extending  down  to  his  perineum.  By 
cystoscopic  examination  after  injecting  indigo-carmine  sub- 
cutaneously  it  was  found  that  both  kidneys  were  acting  nor- 
mally and  no  definite  evidence  of  calculus  was  demonstrated. 
The  persistence  of  his  symptoms  made  me  perform  an  ex- 
ploratory suprapubic  cystotomy,  and  after  forcibly  dilating  the 
prostatic  urethra  with  my  forefinger  I  discovered  a  spiculated 
calculus  imbedded  in  the  prostate.    After  removing  it  I  estab- 
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lished  perineal  drainage  and  closed  up  the  suprapubic  wound. 
Recovery  was  uneventful. 

The  method  which  I  have  adopted  for  operating  by  the 
combined  routes  for  some  intravesical  and  prostatic  troubles 
has  special  advantages  of  its  own.  They  may  be  enumerated 
as  follows,  i.  The  patient  is  lying  in  the  dorsal  position  dur- 
ing the  whole  operation.  2.  The  additional  time  required  for 
establishing  perineal  drainage  by  my  method  can  be  performed 
in  a  few  seconds.  3.  I  believe  that  there  is  no  risk  of  injuring 
the  rectum  as  the  scalpel  is  only  used  to  divide  the  skin  and  the 
extruded  urethral  mucous  membrane  upon  the  blunt  point  of 
the  forceps  which  is  passed  transvesically  towards  the  perineum. 

It  is  well  known  that  damage  to  the  rectum,  except  in  the 
hands  of  highly  skillful  operators,  is  not  a  rare  accident  in 
operations  performed  upon  the  prostate  and  bladder  by  the 
perineal  route,  notwithstanding  the  attitude  taken  by  some  ad- 
vocates and  devotees  of  this  method  in  touching  lightly  or 
wholly  ignoring  this  all-important  fact. 

I  have  now  performed  the  combined  operations  by  the 
transvesical  route  on  21  consecutive  and  successful  cases  for 
prostatic  and  bladder  trouble  without  endangering  the  rectum. 


PROSTATE  WEIGHING  SEVENTEEN  OUNCES  RE- 
MOVED BY  THE  SUPRAPUBIC  ROUTE* 

By  Andrew  Fullerton,  B.CH.,  F.R.C.S.,  Ireland. 

Honorary  Assistant  Surgeon  to  the  Royal  Victoria  Hospital  and  the  Belfast 
Hospital  for  Sick  Children. 

ENORMOUS  prostates  have    been  removed  in  recent 
years  by  the  method  of  Freyer,  but  I  am  not  aware 
that  one  of  the  dimensions  of  that  now  reported  has 
been  so  dealt  with. 

The  patient  was  a  gentleman  aged  73,  and  was  under  the 
care  of  Dr.  Colville  of  this  city. 

*  The  paper  was  read  and  the  specimen  shown  before  a  meeting  of  the 
Ulster  Branch  of  the  British  Medical  Association. 
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History — He  had  always  enjoyed  good  health.  About  a 
year  ago  he  was  successfully  operated  on  for  cataract.  For  the 
past  ten  years  he  has  had  to  get  up  once  or  twice  at  night  to 
pass  water,  but  has  never  suffered  severe  pain.  Nine  months 
ago  he  had  an  attack  of  hematuria,  which  came  on  sponta- 
neously with  the  passage  of  any  instrument.  At  this  time  he 
passed  a  good  deal  of  gravel,  but  no  definite  calculus.  On 
rectal  examination  the  prostate  was  felt  to  be  very  much  en- 
larged. The  hematuria  lasted  one  day,  and  did  not  recur  till 
the  onset  of  the  present  illness.  Ten  days  before  I  saw  him 
with  Dr.  Colville  he  had  a  somewhat  alarming  cardiac  attack 
during  which  his  pulse  fell  from  its  usual  rate  of  72  to  40. 
He  became  pale  and  collapsed,  and  his  face  assumed  a  bluish 
tinge.  Both  hands  were  cold  and  anemic  as  far  as  the  wrists, 
and  his  feet  were  similarly  affected.  The  heart  sounds,  espe- 
cially the  first,  were  faint  and  weak.  There  was  no  increase 
in  cardiac  dullness,  and  no  adventitious  sounds  could  be  heard. 
The  pulse,  though  slow,  was  of  fair  tension.  Two  days  before 
I  saw  him  he  had  a  slight  attack  of  haematuria.  The  next  day 
he  had  retention,  but  a  soft  rubber  catheter  drew  off  about  a 
quart  of  blood-stained  urine,  and  during  the  rest  of  the  day  he 
passed  water  naturally.  Next  morning  he  had  retention 
again,  and  on  this  occasion  catheterization  failed  owing  to  the 
instrument  getting  blocked  with  clot.  I  then  saw  him  with  Dr. 
Colville,  but  failed  to  relieve  him  with  catheters,  and  we  re- 
sorted to  suprapubic  puncture.  At  this  period  prostatectomy 
was  considered,  and  the  opinion  of  Sir  William  Whitla  was 
sought  to  enable  us  to  decide,  if  possible,  whether  his  heart  was 
fit  for  the  shock  of  the  operation.  With  some  misgivings,  it 
was  decided  that  the  operation  should  proceed. 

Operation — Accordingly,  the  same  afternoon  I  removed 
a  huge  prostate  weighing  17  oz.  by  the  suprapubic  route.  The 
operation  was  attended  with  the  greatest  difficulty  on  account 
of  the  finger  being  unable  to  reach  the  deeper  portion  of  the 
gland.  I  had  to  put  the  greater  part  of  my  hand  into  the 
bladder,  and  even  then  I  had  the  greatest  difficulty  in  reaching 
the  furthest  limits  of  the  growth.    In  order  to  deliver  the 
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prostate  I  was  obliged  to  split  it  longitudinally  and  remove  it 
in  halves.  The  operation,  a  truly  laborious  one,  was  com- 
pleted in  fifteen  minutes  from  the  commencement  of  the  inci- 
sion, and  was  conducted  under  ethyl  chloride  administered  by 
Dr.  Fielden.  I  chose  this  anaesthetic  because  I  am  usually  able 
to  complete  the  operation  in  two  or  three  minutes,  but  I  was 
not  prepared  for  the  size  of  the  prostate  in  this  case. 

After-History — The  patient  suffered  from  very  severe 
shock,  and  was  with  great  difficulty  kept  alive  for  some  hours 
after  the  operation,  but  he  made  a  good  rally,  and  is  now — 
ten  days  after — doing  well.  There  was  also  found  in  the 
bladder  a  pretty  specimen  of  mulberry  calculus  about  the  size 
of  a  small  marble. 

The  only  prostate  approaching  this  in  size  of  which  I 
am  aware  is  one  mentioned  by  Mr.  Freyer,1  which  weighed 
14^  oz.  Mr.  Freyer  says  that  this  was  the  largest  prostate  he 
had  removed,  and  that  the  labour  involved  in  its  removal  was 
very  severe.  The  operation  took  fourteen  minutes,  and  his 
fingers,  hands,  and  arms  ached  for  two  or  three  days  after.  I 
can  endorse  this  statement  as  regards  my  own  case.  The  mus- 
cular exertion  was  certainly  very  severe. 

There  are  two  points  in  my  case  besides  the  size  of  the 
prostate.  First,  the  comparatively  comfortable  time  the  pa- 
tient had  had  with  his  urinary  organs  up  to  the  time  of  this 
illness,  though  the  prostate  must  have  been  of  great  size  for 
years;  and  secondly,  the  condition  of  his  circulatory  system, 
which  in  my  opinion  almost  precluded  the  idea  of  any  operative 
measures  whatever. 


1  Surgical  Diseases  of  the  Urinary  Organs,  p.  165. 
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Uro-Genital  Tuberculosis,  with  Especial  Consid- 
eration of  Tuberculosis  of  the  Bladder — Address  on 
Surgery,  delivered  before  the  South  Carolina  Medical  Asso- 
ciation, at  Summerville,  April  21,  1909,  by  Dr.  Bransford 
Lewis,  of  St.  Louis. 

The  author  thought  that  an  easier,  clearer  conception  of 
uro-genital  tuberculosis  was  to  be  obtained  when  the  general 
scheme  or  plan  of  attack  on  these  organs  by  the  infection  was 
understood.  Transmitted  in  any  one  of  five  different  ways, 
the  tubercle  bacilli  reach  the  urinary  or  genital  organs;  certain 
of  these  organs  habitually  receive  the  brunt  of  the  attack  first, 
while  others  invariably  stand  secondary  in  this  respect.  In 
the  vast  majority  of  all  such  cases,  one  or  the  other  kidney  is 
the  organ  first  attacked;  in  a  very  small  proportion  an 
epididymis  is  the  point  of  initial  attack.  From  these  respec- 
tive foci  the  infection  spreads  in  the  direction  of  the  physiologi- 
cal secretions  (the  urine  and  semen)  ;  that  is,  from  the  kidney 
downward,  along  the  ureter  to  the  bladder;  and  from  the 
epididymis  upward,  along  vas  deferens,  seminal  vesicle,  ejacu- 
latory  duct,  prostate  and  urethra  to  the  vesical  neck.  Thus 
the  bladder  stands  in  the  line  of  secondary  attack  from  either 
direction,  and  likewise  stands  a  most  excellent  chance  of  ulti- 
mate infection,  no  matter  how  resistant  it  may  show  itself  for 
a  time. 

Vesical  tuberculosis  is  therefore  an  affection  invariably 
secondary  to  tuberculosis  of  some  other  uro-genital  organ ;  and 
must  be  so  considered  in  respect  to  diagnosis,  prognosis, 
therapy  and  management. 

The  marital  relation  was  not  considered  an  important  or 
frequent  factor  in  the  transmission  of  tuberculosis,  notwith- 
standing coincidences  of  that  kind  that  are  often  reported. 
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The  mode  of  development  and  clinical  evidences  of  vesi- 
cal tuberculosis  were  described,  but  the  subject  of  diagnosis  was 
given  greatest  attention.  While  demonstration  of  the  tubercle 
bacillus  was  usually  the  crucial  factor,  its  demonstration  was 
not  absolutely  essential;  and  on  the  other  hand,  the  presence 
of  bacilli  in  the  urine  did  not  by  any  means  necessarily  indicate 
vesical  tuberculosis,  as  tubercle  bacilli  may  for  long  periods 
float  in  the  urine  of  persons  whose  urinary  tract  is  innocent  of 
any  pathological  lesion,  even  as  demonstrated  post-mortem. 

For  the  differentiation  between  smegma  and  tubercle 
bacilli  the  author  threw  out  of  calculation,  as  being  entirely 
untrustworthy,  all  of  the  differential  staining  methods  in  vogue. 
They  were  liable  to  lead  to  error  and  disaster  in  diagnosis. 
In  obtaining  the  urinary  specimen  for  investigation,  smegma 
bacilli  should  be  absolutely  excluded  by  cleansing  methods  and 
careful  catheterization,  no  dependence  being  placed  on  the 
specimen  passed  voluntarily. 

Cystoscopy  was  considered  the  other  necessary  factor  for 
fixing  the  diagnosis  of  vesical  tuberculosis,  and  it  was  to  be 
employed  for  both  diagnosis  and  treatment.  The  author  ex- 
pressed himself  as  decidedly  opposed  to  the  rather  broadly  dis- 
seminated view  that  urinary  tuberculosis  meant  interdiction  of 
such  instrumentation.  The  cystoscopic  picture  while  often 
characteristic,  was  not  always  typical  or  certain.  The  condi- 
tion called  lymphoid  tubercle  often  simulated  real  tubercle,  but 
without  having  any  relation  to  Koch's  bacillus.  The  positive 
evidence  presented  by  the  appearance  of  a  ureteral  orifice  was 
valuable,  but  the  negative  evidence  was  of  little  import. 
There  were  cases  in  which  tuberculous  kidneys  had  been  re- 
moved and  yet  the  corresponding  ureteral  orifice  showed  noth- 
ing abnormal  to  the  cystoscope. 

The  segregator  was  considered  of  little  value,  as  com- 
pared with  the  more  exact  method  of  ureteral  catheterization. 
The  latter  was  free  from  the  theoretical  danger  attributed  to 
it,  that  of  conveying  infection  into  the  healthy  ureter.  To  the 
writer's  knowledge,  that  objection  had  never  been  made  by 
anyone  who  had  had  much  experience  in  ureteral  catheteriza- 
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tion,  and  it  had  been  denied  over  and  over  again  by  those  who 
have  had  much  experience. 

The  treatment  of  vesical  tuberculosis  was  divided  into 
palliative  and  curative,  by  means  of  hygenic,  systemic,  local 
and  operative  measures.  The  modes  of  treatment  embraced, 
besides  general,  systemic  and  hygienic  measures,  tuberculin 
treatments,  operative  attack  on  the  original  foci  of  infection, 
operative  attack  on  the  bladder,  with  perhaps  extirpation  of 
the  organ  and  transplantation  of  the  ureters;  curetting  of  the 
organ,  with  application  of  medicaments,  and  drainage;  local 
applications  to  the  vesical  mucosa;  cystoscopy  and  ureteral 
catheterization,  and  applications  into  the  bladder  or  ureters. 
The  details  of  operative  treatment  were  discussed. 

The  key-note  of  the  paper  was  contained  in  the  declara- 
tion that  the  profession  should  no  longer  consider  cases  of 
urinary  tuberculosis  as  beyond  the  reach  of  assistance  or  be- 
yond reclaim.  Very  many  such  cases  are  brought  back  to 
health  and  strength  and  comfort,  both  with  and  without  opera- 
tive measures  being  applied.  Tuberculosis  of  these  organs  is 
amenable  to  judicious  care  and  treatment  as  it  is  of  other  parts 
of  the  body. 

Pyelocystitis  in  Children — Dr.  F.  Goppert  (Berl. 
Klin.  Wochen.,  April  5,  J.  A.  M.  A.)  remarks  that  from  1.1 
to  1.2  per  cent,  of  the  children  brought  to  his  office  are  suffer- 
ing from  pyelocystitis;  he  has  notes  of  130  such  cases  and  here 
describes  a  few  clinical  types.  The  outcome  depends  on  early 
appropriate  treatment;  fully  20  per  cent,  of  his  little  patients 
succumbed,  as  medical  aid  was  not  sought  until  the  affection 
was  far  advanced.  Without  treatment,  all  the  severer  cases  in 
children  under  eighteen  months  inevitably  terminate  fatally, 
either  during  the  acute  attack  or  from  chronic  debility.  A 
complete  cure  under  suitable  treatment  may  be  anticipated, 
even  when  there  are  evidences  that  restitution  is  not  complete 
for  a  year  or  two.  Chronic  trouble  may  persist  and  explain 
certain  cases  of  menstruation  pyelitis  and  pregnancy  pyelitis  in 
later  years.    Even  in  the  most  favorable  cases  a  recurrence  in 
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the  first  two  months  may  be  expected  in  about  20  per  cent. 
Subjective  improvement  may  be  counted  on  in  two  or  three 
days  under  appropriate  treatment  and  complete  recovery  in 
from  ten  to  thirty  days  in  infants,  and  more  rapidly  still  in 
older  children.  The  aim  in  treatment  is  to  rinse  out  the  kid- 
neys by  copious  intake  of  fluids;  infants  require  this  even  more 
than  adults  as  they  suffer  so  readily  from  lack  of  water.  In 
case  the  symptoms  are  severe  he  advises  pouring  into  the 
stomach,  through  a  catheter  introduced  through  the  nose,  from 
150  to  200  gm.  Carlsbad  Miihlbrunnen  water  at  a  temperature 
of  40  or  41  C.  (104  F.).  In  less  serious  cases  he  injects  into 
the  rectum  two  or  three  times  a  day  a  pint  of  warm  Carlsbad 
water  or  lime  water  diluted  to  one-half.  The  transformation 
of  the  acid  into  an  alkaline  reaction  in  the  urine  hastens  recov- 
ery, unless  there  is  ammoniacal  decomposition,  in  which  case 
the  urine  should  be  rendered  acid.  He  found  cranberry  juice 
most  effectual  for  this.  His  experience  has  further  confirmed 
the  benefit  from  salol  or  other  drugs  to  attenuate  the  virulence 
of  the  bacteria.  During  the  acute  phase  he  gives  from  0.05  to 
0.2  gm.  salol  five  or  eight  times  a  day  to  children  from  two 
months  to  three  years  old.  Improvement  is  generally  mani- 
fest in  thirty-eight  hours,  but  a  copious  supply  of  water  must 
be  kept  up  or  the  trouble  is  likely  to  recur. 

Gall  Stones  in  the  Urinary  Bladder. — An 
interesting  case,  in  which  gall  stones  were  found  in 
the  urinary  bladder  of  a  woman,  is  published  by  Michel  in 
the  Zentralblatt  f.  Gyncek.  Three  years  ago  the  patient  had 
a  definite  hepatic  crisis,  accompanied  by  symptoms  of  peritonitis 
in  the  right  half  of  the  abdomen,  especially  localized  to  the 
left  hypogastrium.  Her  attendant  diagnosed  a  perityphlitic 
effusion,  secondary  to  a  cholecystitis.  So  far  as  could  be 
judged  this  effusion  was  slowly  absorbed,  but  the  patient  suf- 
fered from  time  to  time  with  suppression  of  urine  and  vesical 
pains.  A  year  ago  the  symptoms  referred  to  the  region  of 
the  bladder  reappeared,  and  topical  irrigations  were  prescribed 
as  though  for  a  cystitis.  This  proved  of  no  avail,  and  event- 
ually the  diagnosis  of  vesical  calculus  was  made,  and  the 
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patient  was  sent  to  Dr.  Michel  for  operation.  Cystotomy  was 
performed  by  him,  per  vaginam,  and  four  stones  were  discov- 
ered embedded  in  the  bladder  wall.  These  were  removed 
with  difficulty,  and  the  bladder  and  vagina  were  then  sewn  up 
with  catgut.  The  stones  proved  to  be  biliary  calculi,  the  two 
largest  weighing  respectively  11.4  and  10. 1  grammes.  It  is 
likely  that  a  direct  communication  existed  between  the  gall- 
bladder and  the  urinary  bladder,  for  bile  was  at  times  discov- 
ered in  the  urine,  both  before  and  after  operation,  and  at  no 
time  was  there  the  slightest  evidence  of  jaundice.  The  au- 
thor's surmise  is  that,  as  a  consequence  of  the  original  inflam- 
matory process,  a  communication  was  formed  between  the  gall- 
bladder and  the  right  ureter,  down  which  the  gall-stones  tra- 
veled into  the  bladder.  This  bilio-urinary  fistula  has  remained 
patent. 

Results  of  Partial  Prostatectomy. — Cocci,  first 
assistant  to  Professor  Burci  at  the  surgical  clinic  at  Flor- 
ence, contributes  to  77  Morgagm  an  interesting  study  on 
the  results  of  partial  prostatectomy.  The  surgical  treat- 
ment of  hypertrophy  of  the  prostate,  according  to  the  author, 
falls  into  three  well-marked  divisions.  In  the  first  are  such 
cases  in  which  methodical  catheterization  is  sufficient,  aided, 
if  neceessary,  by  suprapubic  vescal  fistula.  In  the  second  class 
all  such  cases  as  are  benefitted  by  palliative  operative  treat- 
ment, under  which  Cocci  would  understand  White's  operation, 
vasectomy,  and  possibly  also  Bier's  ligation  method,  while  in 
the  third  class  are  included  such  cases  as  demand  more  radical 
and  severe  measures,  such  as  prostatotomy,  partial  prostatec- 
tomy, and  complete  enucleation.  Discussing  these  various 
classes,  Cocci  expresses  the  opinion  that  in  the  first  methodical 
catheterization  is  the  method  of  choice,  while  the  formation 
of  a  suprapubic  fistula  is  to  be  deprecated  on  the  ground  that 
it  is  really  useless  and  at  the  same  time  open  to  grave  objec- 
tion on  various  counts.  He  is  disinclined  to  attach  much  im- 
portance ro  palliative  operations  of  the  Bier-White  class,  as 
statistics  have  not  shown  that  they  are  efficacious.  This  point, 
however,  he  does  not  dwell  upon,  and  he  leaves  his  reader  in 
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ignorance  of  the  statistics  which  he  relies  on.  It  is  highly 
important  that  this  question  of  the  uselessness  or  otherwise 
of  vasectomy  should  again  be  considered.  English  surgeons 
are  more  or  less  united  in  condemning  the  operation,  but) 
hitherto  no  reliable  comparative  statistics  have  been  adduced 
to  prove  that  those  who  still  rely  on  the  operation,  as  Rovsing 
of  Copenhagen  and  other  Continental  authorities  do,  are 
wrong. 

Turning  to  the  radical  operations  Cocci  expresses  him- 
self greatly  in  favor  of  partial  prostatectomy  in  selected  cases. 
Prostatotomy  he  dismisses  as  an  operation  that  has  few  points 
in  its  favor  and  many  against  it,  while  total  prostatectomy, 
which  is  the  ideal  operation  in  most  cases,  is  out  of  the  question 
in  some  instances  where  the  patients  cannot  stand  such  pro- 
longed and  serious  interference.  The  author  gives  a  very  in- 
teresting account  of  the  evolution  of  the  partial  method,  from 
which  it  appears  that  Amussat,  as  early  as  in  1827,  attempted 
it  by  the  hypogastric  route.  Dittel  in  1885  first  seriously  at- 
tempted the  operation,  and  he  was  followed  by  Belfield  in 
America,  Guyon  in  France,  and  many  others.  Since  total 
enucleation  has  become  popular,  through  the  exertions  and  the 
able  work  of  Freyer,  the  partial  operation  has  fallen  into  dis- 
favor, as  the  author  thinks,  unjustifiably.  He  sums  up  the 
points  in  favor  of  the  operation  as  follows:  it  interferes  less 
with  the  normal  relations  of  the  structures  attacked;  it  permits 
the  surgeon  to  remove  the  obstruction  without  opening  up  arifi- 
cial  pouches  at  the  base  of  the  bladder  where  pus  and  blood 
may  stagnate;  it  is  a  less  severe  operation  than  total  enuclea- 
tion. This  summary  is  undoubtedly  too  favorable,  and  the 
excellent  results  established  in  the  four  cases  which  the  author 
adduces  can  hardly  be  accepted  as  conclusive  evidence  in  favor 
of  the  operation.  Where  in  any  case  there  is  a  possibility  of 
radically  removing  the  gland  the  surgeon  will  find  Freyer's 
statistics  and  results  too  convincing  to  allow  him  to  resort  to 
the  partial  operation,  which  has  apparently  as  many  dangers 
as  the  total  operation,  and  which  can  scarcely  be  said  to  be  a 
radical  operation  in  the  true  sense  of  the  word. — The  Hospital. 
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DILATATION  of  the  Renal  Pelvis  is  classified  under 
the  group  of  renal  conditions  known  as  hydrone- 
phrosis and  pyonephrosis,  and  as  such  I  will  en- 
deavor to  bring  to  your  attention  some  of  the  more  salient  fea- 
tures regarding  the  pathology  and  diagnosis.  As  the  diagnosis 
depends  to  a  considerable  degree  upon  the  etiologic  factors, 
these  will  be  presented  for  due  consideration. 

In  conditions  of  hydronephrosis  we  have  a  distension  of  the 
renal  pelvis,  calices,  the  renal  substance,  one  or  all  of  them, 
produced  by  pressure  of  a  retained  fluid,  the  retention  pro- 
duced by  an  obstacle  which  prevents  the  free  flow  of  the  urine 
from  the  kidney. 

The  kidney  involvement  follows  in  the  order  given  above, 
first  by  a  dilatation  of  the  pelvis,  then  by  distension  of  the 
calices  and  finally  by  distension  of  the  renal  substances. 

It  is  a  well  conceded  fact  that  the  obstruction  if  complete 
must  be  intermittent  in  character,  and  if  partial  must  be  of  long 
duration,  as  permanent  complete  obstruction  will  never  pro- 
duce hydronephrosis,  the  result  will  be  atrophy  of  the  kidney 
with  total  loss  of  renal  function.  If  the  obstruction  is  near 
the  renal  pelvis  it  will  produce  a  condition  of  hydronephrosis 
much  more  rapidly  than  if  the  obstruction  be  more  distant,  as 

*  Read  at  the  Atlantic  City  meeting  of  the  American  Urological  Association, 
June,  1909. 
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the  retardation  of  the  flow  of  urine  caused  by  vesical  neoplasms, 
prostatic  obstruction  or  stricture  of  the  urethra. 

The  important  etiologic  factors  upon  which  the  diagnosis 
depends  are:  calculi  retained  in  the  outlet  of  the  pelvis  or  in 
the  course  of  the  ureter,  stricture  of  the  ureter,  twists  or  kinks 
of  the  ureter  and  pressure  on  the  ureter  from  without. 

Vesical  tumors,  the  position  of  which  are  close  to  the  ureteric 
orifice,  enlarged  prostate  and  urethral  stricture  are  less  com- 
mon causes. 

The  diagnosis  of  hydronephrosis  may  be  frequently  over- 
looked because  there  may  be  no  distinct  group  of  symptoms, 
but  if  the  etiologic  factors  already  mentioned  be  duly  consid- 
ered one  will  be  led  to  suspect  the  condition  to  exist. 

Physical  examination  of  the  patient  may  help  little  as  there 
is  no  evidence  of  tumor  on  deep  palpation  until  rather  late 
in  the  disease.  Morris  found  tumor  evident  in  25  out  of  42 
cases. 

Hydronephrotic  enlargement  of  the  kidney  when  tumor  may 
be  palpated  is  recognized  by  percussion  which  will  give  distinct 
dullness,  the  area  of  dullness  being  influenced  by  the  upward 
and  downward  motion  of  the  diaphragm.  When  the  tumor 
attains  a  very  large  size,  the  colon  and  intestines  are  displaced, 
where  the  tumor  is  of  moderate  size  the  percussion  note  over 
the  anterior  surface  of  the  enlargement  will  be  resonant  or 
tympanitic.  Frequently  the  lobulated  character  of  the  mass 
may  be  outlined  by  deep  palpation,  and  fluctuation  may  be 
elicited  when  the  hydronephrotic  condition  attains  considerable 
size. 

Aspiration  with  a  fine  needle  through  a  part  where  there  is 
distinct  dullness  on  percussion  will  aid  materially  in  establish- 
ing a  diagnosis. 

In  the  intermittent  form  of  hydronephrosis  the  alternating 
appearance  and  disappearance  of  the  enlargement,  together 
with  appearance  and  disappearance  of  the  pain  may  be  men- 
tioned as  rather  prominent  symptoms.  In  this  form  accom- 
panying the  disappearance  of  tumor  a  sudden  discharge  of  a 
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large  quantity  of  urine  into  the  bladder  will  occur,  thus  a  period 
of  polyuria. 

The  conditions  from  which  hydronephrosis  must  be  differ- 
entiated are  pyonephrosis,  perinephritic  abcess,  hydatid  cyst 
of  the  liver  or  of  the  kidney,  ovarian  tumors,  cystic  disease  of 
the  kidney  and  distended  gall  bladder. 

In  pyonephrosis  there  will  be  present  distinct  septic  phenom- 
ena with  pus  in  the  urine,  which  are  absent  in  hydronephrosis. 

Ovarian  tumors,  unless  very  large  or  pedunculated,  occupy  a 
position  much  lower  in  the  abdomen  than  is  the  case  in  hy- 
dronephrosis. Careful  bimanual  examination  will  distinguish 
between  the  two. 

Enlargements  of  the  liver  are  recognized  as  being  very 
much  more  anterior  than  hydronephrosis  but  only  by  aspiration 
frequently  a  diagnosis  between  hydronephrosis  and  hydatid  cyst 
may  be  reached. 

The  particular  features  in  diagnosis  which  I  wish  to  bring  to 
your  attention  are  not  those  just  mentioned,  which  are  evident 
late  in  the  condition,  but  I  wish  to  show  how  the  condition 
may  be  recognized  early,  and  possibly  prevented,  by  finding 
early  those  conditions  which  will  eventually  produce  hydrone- 
phrosis and  eradicate  them. 

Twists  and  kinks  in  the  ureter  are  rather  common  causes  of 
hydronephrosis  and  many  times  are  the  result  of  movable  kid- 
ney. This  variety  is  intermittent  in  character,  the  pelvis  be- 
coming well  dilated,  filling  up,  overcoming  the  kink  by  lifting 
the  kidney  and  then  emptying  itself  rapidly.  The  condition 
here  may  be  readily  overcome  by  nephropexy.  Stone  in  the 
pelvis  blocking  the  outlet  of  the  ureter  produces  the  same 
result.  Diagnosis  may  be  made  by  the  X-ray  or  by  passing 
the  wax-tipped  catheter,  scratch  marks  upon  which  will  aid  us 
materially  in  corroborating  our  X-ray  findings.  The  ultimate 
consequences  concommittant  with  progressive  hydronephrosis 
may  be  aborted  by  early  recognizing  the  condition.  The  same 
may  be  said  of  stone  occluding  the  ureter. 

It  may  be  here  mentioned  that  the  passage  of  the  wax-tipped 
catheter  in  the  male  is  accomplished  with  just  as  great  ease 
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as  it  is  in  the  female.  In  the  male  the  only  cystoscope  with 
which  I  am  familiar  that  may  be  used  for  wax-tipped  catheter 
work  is  the  old  model  of  the  Tilden  Brown  instrument.  In 
this  instrument  the  catheter  may  be  run  through  the  catheter 
tube  backward,  thus  allowing  the  wax  tip  to  extend  beyond  the 
end  of  the  telescope  and  catheter  tubes.  After  the  bladder  is 
dilated  with  liquid  the  catheter  tube  and  telescope  is  gently 
passed;  this  may  be  performed  without  affecting  the  wax  on  the 
tip  of  the  catheter  and  the  catheter  may  then  be  readily  passed 
into  the  ureteric  orifice.  After  the  catheter  has  been  gently 
pushed  upward  to  the  pelvis,  if  it  meets  no  obstruction,  it  may 
be  withdrawn  and  examined  for  markings,  which  are  typical 
if  it  has  been  scratched  with  the  rough  edges  of  a  calculus. 

It  is  a  well  known  fact  that  frequently  it  is  the  case  that  a 
stone  passing  along  the  ureter  may  take  months  in  making  its 
descent  along  the  ureter  or  may  become  permanently  lodged. 
The  diagnosis  of  this  condition  is  not  difficult  and  recognized 
earlv  will  prevent  progressive  hydronephrosis  and  destruction 
of  the  kidney. 

Vesical  neoplasms  are  rather  commonly  the  cause  of  hydro- 
nephrosis, this  is  due  entirely  to  the  fact  that  their  location  is 
near  the  ureteric  orifices.  One  case  which  has  recently  come 
under  my  observation  showed  at  cystoscopic  examination  a 
pedunculated  papilloma  immediately  above  the  right  ureteric 
orifice  which  dropped  down  over  it  and  thus  prevented 
the  flow  of  urine  from  that  side.  The  patient  com- 
plained of  considerable  pain  in  the  right  lumbar  region  which 
was  intermittent  in  character.  The  distension  of  the  pelvis  was 
relieved  by  allowing  the  bladder  to  become  distended  thus 
stretching  the  bladder  and  lifting  the  tumor  away  from  the 
ureteric  orifice;  this  was  followed  by  rather  copious  polyuria 
and  then  a  recurrence  of  the  pain.  This  patient  was  under  the 
observation  of  several  surgeons;  in  some  cases  the  lesion  was 
diagnosed  as  renal  and  an  operation  recommended.  She  had 
never  had  a  cystoscopic  examination  until  she  came  to  me.  A 
cystotomy  was  performed,  the  papilloma  removed,  and  the 
patient  made  an  uninterrupted  recovery.  I  have  catheterized 
the  right  ureter  recently,  which  allows  a  No.  6  catheter  to  pass 


DILATATION  OF  RENAL  PELVIS  241 

freely.  There  is  a  slight  dilatation  of  the  pelvis,  which  will 
hold  about  20  cc.  of  fluid.  The  sample  of  urine  collected  at 
this  time  was  normal,  her  symptoms  have  entirely  disappeared 
and  she  claims  that  she  is  perfectly  well. 

Strictures  of  the  ureter  are  rather  common  and  are  the  re- 
sult of  an  inflammatory  process  of  trauma,  or  may  follow  op- 
erative procedures  upon  the  ureter,  such  as  plastic  work  or  the 
removal  of  ureteral  stones.  Stricture  is  not  difficult  to  recog- 
nize, the  ureteral  catheter  may  be  used  to  diagnose  the  con- 
dition, the  size  and  location.  One  case  under  my  observation 
had  a  ureteral  calulcus  removed  from  the  ureter  ten  inches 
from  the  lower  end,  this  was  followed  by  suppuration  with  a 
long  standing  lumbar  fistula  which  eventually  closed.  When  I 
first  saw  him  I  had  difficulty  in  passing  a  small  No.  3  catheter; 
I  have  dilated  this  up  to  No.  6  French.  However,  due  to  the 
long  standing  occlusion  produced  by  the  stone  there  is  a  marked 
dilatation  of  the  pelvis,  which  will  hold  about  180  cc.  of  fluid. 
Infection  had  already  taken  place  and  the  sac  was  full  of  pusy 
fluid  which  showed  a  large  number  of  colon  bacilli.  This  pa- 
tient had  had  exceedingly  large  doses  of  dead  colon  bacilli  as 
high  as  several  billion  without  the  slightest  benefit.  I  have 
recommended  a  nephrectomy,  as  the  kidney  function  is  im- 
paired and  the  general  condition  of  the  patient  is  rapidly  fall- 
ing below  par. 

Hydronephrosis  begins  as  a  distension  of  the  pelvis  which 
extends  to  the  calices  and  renal  tissues.  With  distension  of  the 
pelvis  the  kidney  tissue  becomes  swollen  with  multiple 
ecchymoses  followed  later  by  edema,  paleness  and  atrophy  be- 
ginning in  the  pyramids,  the  papillae  become  fattened.  The 
pyramids  as  well  as  cortical  substances  later  on  become  gradu- 
ally transformed  into  connective  tissue  due  to  interstitial  in- 
filtration and  finally  a  large  multilocular  sac  is  formed.  At 
first  the  kidney  substances  is  extended  like  a  cap  over  the  di- 
lated pelvis  but  later  on  there  is  no  kidney  substance  evident. 

It  is  unknown  with  what  rapidity  the  kidney  tissue  and  the 
secretion  of  urine  disappear,  for  it  has  been  shown  that  in  these 
hydronephrotic  kidneys  even  when  they  are  markedly  enlarged 
with  only  a  very  small  portion  of  the  kidney  structure  visible, 
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when  they  are  opened  and  drained  sometimes  there  is  a  secre- 
tion of  a  large  quantity  of  urine. 

The  hydronephrotic  sac  becomes  adherent  to  the  surrounding 
organs  from  chronic  inflammatory  changes  which  make  its 
extirpation  difficult.  The  sac  usually  contains  a  transparent 
fluid  resembling  urine.  If  there  is  active  kidney  substance  pres- 
ent the  fluid  contains  a  variable  amount  of  urea  or  uric  acid, 
but  if  all  of  the  kidney  substance  has  disappeared  the  fluid  con- 
tains no  urea  or  uric  acid. 

It  is  evident  that  progressive  hydronephrosis  is  only  eradi- 
cated by  surgical  interference,  and  as  I  have  shown  early  diag- 
nosis is  essential,  thus  preventing  the  condition  or  interrupt- 
ing its  progression. 

The  best  means  of  diagnosis  in  hydronephrosis  is  cystoscopy 
and  ureteral  catheterization.  With  the  cystoscope  we  are  able 
to  tell  whether  or  not  there  is  any  obstruction  in  the  bladder 
which  would  retard  the  flow  from  the  ureter,  and  we  are  able 
to  study  the  appearance  of  the  ureteric  orifice.  The  character- 
istic appearance  of  the  orifice  is  a  very  valuable  aid  in  reach- 
ing a  definite  diagnosis  of  the  renal  condition.  I  have  been 
criticised  for  the  statement,  nevertheless  I  am  still  inclined  to 
believe  that  the  appearance  of  the  orifice  and  the  manner  of 
the  efflux  of  urine  is  important.  I  have,  however,  seen  condi- 
tions where  the  kidneys  have  been  greatly  involved  with  abso- 
lutely normal  appearing  ureteric  orifices,  and  I  have  seen 
markedly  changed  orifices  show  no  kidney  lesions  whatsoever. 
Yet  if  the  ureteric  orifice  is  involved  it  leads  one  to  suppose 
that  there  is  an  accompanying  kidney  lesion. 

If  one  ureteric  orifice  is  normal,  the  other  distinctly  abnor- 
mal, then  with  a  reasonable  degree  of  certainty  we  can  suspect 
the  abnormal  kidney  condition  to  be  on  the  side  of  the  abnor- 
mal ureteric  orifice.  A  stone  occluding  the  ureter,  near  the 
ureteric  orifice,  gives  characteristic  findings  as  well  as  tubercu- 
lar of  the  kidney.  Dilatation  of  the  ureter  and  kidney  pelvis 
may  be  suspected  when  the  ureteric  orifice  is  seen  like  a  pin- 
point opening  with  considerable  edema  of  the  surrounding 
mucosa.    The  ureteral  catheter  is  an  instrument  of  great  im- 
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portance  in  diagnosis;  with  it  we  are  able  to  locate  obstruc- 
tions, elicit  the  fact  whether  or  not  they  are  produced  by  stric- 
ture or  by  stone.  By  passing  the  catheter  upward  into  the 
kidney  pelvis  we  can  tell  to  a  certainty  by  the  flow  of  urine 
from  the  cntheter  the  fact  relative  to  dilatation.  If  the  flow 
is  very  rapid  running  in  a  continual  stream,  spurting  out  well 
from  the  catheter,  it  may  be  concluded  with  a  reasonable  de- 
gree of  certainty  that  there  is  some  distension  with  the  con- 
tained fluid  under  pressure.  The  rapidity  and  amount  of  flow 
may  be  compared  with  the  urine  from  the  other  kidney. 

With  the  cystoscope  still  in  place,  with  as  large  a  catheter 
as  the  ureter  will  take  pushed  into  the  kidney  pelvis,  inject 
into  the  end  of  the  catheter  colored  fluid.  Watch  carefully 
for  the  return  flow  down  the  ureter  alongside  of  the 
catheter,  if  there  is  none,  then  all  the  fluid  remains  in  the  kid- 
ney pelvis  and  by  measuring  this  fluid  one  is  readily  able  to 
ascertain  with  some  certainty  the  exact  size  of  the  dilatation. 
When  the  pelvis  becomes  distended  there  is  a  distinct  sensa- 
tion of  fullness  or  pain  felt  by  the  patient.  It  must  be  remem- 
bered that  the  pelvis  must  be  drained  well  before  carrying  on 
this  procedure.  The  normal  capacity  of  the  pelvis  must  be 
remembered.  I  have  found  that  in  the  male  the  normal 
pelvis  varies  between  10  and  12  cc.  and  in  the  female  between 
8  and  1 1  cc,  however,  unless  the  pelvis  contains  more  than 
15  cc.  I  do  not  consider  the  dilatation  of  any  great  import- 
ance. 

It  must  not  be  forgotten  that  many  cases  of  simple  hydro- 
nephrosis become  infected  and  very  rapidly  the  entire  kidney 
structure  is  riddled  with  pus  areas. 

The  etiologic  factors  in  hydronephrosis  are  easy  to  recognize 
and  by  eradicating  them  prevent  the  process  of  hydronephrosis 
or  to  check  its  progress  if  it  has  already  started,  thus  save  a 
a  kidney,  which  if  the  condition  was  allowed  to  progress  would 
eventually  have  to  be  removed.  I  have  shown  that  the  knowl- 
edge of  the  cystoscope  and  the  use  of  the  ureteral  catheter  are 
of  paramount  importance  in  such  diagnostic  work. 

72  Madison  Street. 
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THE   SURGICAL  ANATOMY  OF  INGUINAL  EC- 
TOPIA OF  THE  TESTICLE. 

By  Dr.  Laurent  de  Raymond, 
Former  Interne  of  the  Hospitals  of  Montpelier,  France. 

DURING  my  term  as  assistant  in  the  service  of  Prof. 
Forgue,  several  very  interesting  operations  for  in- 
guinal ectopia  of  the  testicle  were  done  and  as  I  was 
witness  to  the  numerous  difficulties  which  may  be  present 
during  these  operations,  and  struck  by  the  variety  of  these 
difficulties,  I  thought  it  not  out  of  place  to  record  my  ex- 
periences in  this  matter.  This  paper  is  far  from  being  a 
complete  study  of  the  surgical  anatomy  of  inguinal  ectopia 
of  the  testicle,  and  I  will  divide  it  into  three  sections,  the  first 
of  which  will  treat  those  instances  where  the  resistance  to  de- 
scent is  due  to  the  vas  deferens;  the  second,  that  arising  from 
the  vascular  pedicle;  and  lastly,  that  due  to  the  vagino-peri- 
toneal  sac. 

If  there  are  cases,  as  is  demonstrated  by  some  of  my  ob- 
servations, where  the  epididymis  and  the  vas  deferens  have 
continued  their  progress  towards  the  scrotum,  while  the  testicle 
is  retained  in  the  inguinal  canal,  offering  the  conditions  so  well 
described  by  Monod  and  Terrillon,  there  are  also  some  where 
the  vas  deferens  has  undergone  an  arrest  of  development  or 
contracted  such  dense  adhesions  that  they  become  the  cause  of 
the  impossibility  for  the  testicle  to  descend.  The  congenital 
shortness  of  the  vas  deferens,  although  extremely  rare,  exists. 
Hubbard,  in  1869,  reported  some  examples  and  stated  that  in 
one  case  castration  was  necessary,  because  all  attempts  at  bring- 
ing the  organ  down  were  without  avail,  on  account  of  an  atro- 
phied and  extremely  short  vas  deferens.  In  1885,  Dr.  John 
Wood  reported  three  cases  where,  in  spite  of  a  careful  dissec- 
tion of  the  adhesions  which  retained  the  testicle  in  the  inguinal 
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canal,  the  cord  was  found  too  short,  while  the  vas  deferens, 
which  was  too  tense,  would  not  allow  the  testicle  to  be  fixed  in 
the  scrotum.  Consequently,  Wood  detached  the  epididymis 
in  the  region  of  its  tail  and  turning  the  organ  upside  down, 
finally  added  the  few  necessary  centimetres  for  the  fixation  of 
the  organ.  In  1902,  at  the  French  Surgical  Society,  Delbet  ex- 
pressed himself  as  follows:  "In  certain  cases  that  I  have  ope- 
rated, the  vas  deferens  was  too  short.  I  unrolled  it  by  dissect- 
ing the  bends  present  at  its  lower  portion,  in  order  to  elongate 
it;  I  went  still  further;  I  detached  the  tail  of  the  epididymis 
from  the  testicle,  only  preserving  those  adhesions  which  are 
present  at  the  apex  of  the  head  and  which  contain  the  sper- 
matic vessels,  and  I  was  thus  able  to  obtain  a  supplementary 
elongation  of  a  few  centimetres."  Broca,  Le  Dentu,  Lucas- 
Championniere  and  Jalaguier  have  also  encountered  this  brevity 
of  the  vas  deferens,  as  will  be  seen  by  the  following  cases. 

Case  i  (Broca).  Child  3  years  of  age,  presented  a  left 
hernia  with  inguinal  ectopia  of  the  testicle.  Operation  con- 
sisted in  an  incision  5  centimetres  in  length,  carried  upwards 
towards  the  inguinal  canal.  This  was  opened  and  exposed  the 
vagino-peritoneal  canal  and  testicle,  which  appeared  normal. 
The  peritoneum  when  opened  above,  contained  no  intestine; 
it  was  slowly  dissected  off  from  the  spermatic  cord  with  the 
fingers.  The  vas  deferens,  on  account  of  its  thinness,  was  not 
easy  to  distinguish,  but  it  was  carefully  dissected  off  after 
breaking  down  all  the  adhesions,  but  it  was  so  short  that  the 
testicle  could  not  be  brought  down  into  the  scrotum. 

Case  2  (Le  Dentu).  Patient  18  years  of  age;  right-sided 
inguinal  ectopia  and  hydrocele.  A  long  incision  was  made  ex- 
tending to  the  lower  part  of  the  scrotum.  Dissection  of  the 
tunica  vaginalis  beyond  the  internal  ring.  The  vaginalis  being 
opened,  it  was  found  that  the  testicle  was  retained  at  the  ring 
by  solid  adhesions  about  2  cm.  in  breadth,  formed  by  folds  of 
the  serous  membrane  and  presenting  the  appearance  of  the 
debris  of  an  old  hernia.  Once  these  adhesions,  the  evident 
cause  of  the  ectopia,  were  cut  away  from  the  sac,  as  well  as 
some  extra-vaginal  adhesions  which  were  binding  the  epididy- 
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mis  and  not  on  the  testicle,  the  latter  was  brought  down  a  little, 
but  soon  the  brevity  of  the  vas  deferens  was  discovered  and 
made  it  impossible  to  fix  the  organ  below  the  external  ring. 

Case  3  ( Lucas-Championniere) .  Patient  23  years  of 
age;  bilateral  inguinal  ectopia  with  adherent  hernia.  Opera- 
tion on  the  left  side  was  done  on  April  24th  and  nothing  of 
note  was  found.  On  June  2nd  the  right  side  was  done.  The 
skin  incised  and  the  sac  opened,  the  cavity  of  the  hernia  was 
found  filled  with  a  mass  of  adherent  omentum.  The  testicle 
was  very  high  up  in  the  inguinal  canal,  solidly  bound  down  so 
that  all  displacement  was  impossible.  The  omentum  was  re- 
sected and  the  testicle  brought  down  with  the  tunica  vaginalis; 
this  part  of  the  operation  was  extremely  laborious,  because  the 
attachments  of  the  testicle  were  represented,  so  to  speak,  by  a 
short  vas  deferens.  Further  lowering  of  the  organ  was  im- 
possible and  it  remained  at  the  level  of  the  root  of  the  penis. 

Case  4  (Jalaguier).  Patient  13  years  of  age,  presenting 
a  left  inguinal  hernia  with  ectopia.  Upon  opening  the  sac 
the  omentum  appeared  and  was  reduced  without  difficulty. 
The  ring  of  the  hernia  easily  admitted  the  index  finger.  The 
testicle  was  very  small  and  hidden  under  the  posterior  wall  of 
the  peritoneal  sac.  The  rudimentary  epididymis  continued  by 
an  extremely  short  and  tense  vas  deferens.  The  dissection  of 
the  latter  from  the  serous  membrane  was  very  difficult.  After 
ligature  of  the  peritoneum  and  a  careful  destruction  of  all  the 
fibrous  bands,  which  were  few  and  only  slightly  resistant,  it  was 
impossible,  on  account  of  the  shortness  of  the  vas  deferens,  to 
bring  the  testicle  lower  down  than  the  base  of  the  penis.  Given 
the  condition  of  atrophy  of  the  testicle  and  epididymis,  castra- 
tion was  done. 

In  certain  subjects,  if  the  testicle  does  not  come  down,  it  is 
not  only  because  the  vas  deferens  is  insufficient  in  length,  or  be- 
cause the  gland  has  not  been  sufficiently  drawn  downwards,  but 
for  the  reason  that  the  testicle  is  bound  down  above  and  one 
can  exercise  as  energetic  tractions  as  is  possible  without  any 
other  result  than  to  see  the  organ  return  upwards  on  account 
of  the  fibrous  bands  which  hold  it.    Curling  says  that  Cloquet 
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had  encountered  such  adhesions.  In  an  elderly  subject  he 
found  the  left  scrotum  empty  and  the  testicle  situated  at  the 
internal  inguinal  ring.  The  head  of  the  epididymis  and  the 
vas  deferens  were  bound  to  the  sigmoid  flexure  by  a  long  and 
strong  fibrous  adhesion.  At  the  autopsy  of  an  infant  a  few 
days  after  birth,  Wrisberg  found  the  testicle  near  the  ring,  sus- 
pended by  three  tense  ligaments  which  extended  from  the 
omentum  to  the  funicular  portion  of  the  vas  deferens.  Lucas- 
Championniere,  during  an  operation  for  inguinal  ectopia  in  a 
child,  noticed  along  the  serous  fold,  at  the  point  of  union  of 
the  vas  deferens  and  vessels  of  the  cord,  a  bunch  of  fibrous  ad- 
hesions so  resistant  that  for  some  time  the  surgeon  was  con- 
vinced that  he  would  be  unable  to  bring  the  testicle  down. 
However,  by  successive  circular  sections,  which  left  only  the 
vas  deferens  and  spermatic  artery  and  veins  intact,  he  suc- 
ceeded in  bringing  the  testicle  with  its  epididymis  into  the 
cavity  in  the  scrotum.  In  the  majority  of  his  cases,  Jalaguier 
mentions  these-  fibrous  adhesions.  Particularly,  in  the  case  of 
a  13-year-old  boy,  he  found  numerous  and  solid  adhesions, 
binding  the  vas  deferens  and  cord  to  the  posterior  aspect  of  the 
inguinal  canal.  They  appeared  to  him  to  be  derived  from  the 
fascia  transversalis.  After  having  broken  them  down  and 
having  dissociated  the  vas  deferens  and  vessels,  he  could  bring 
down  the  testicle. 

Case  5  (Service  of  Prof.  Tedenat).  Inguinal  ectopia  and 
bilocular  hydrocele.  An  oblique  incision  was  made  over  the 
tumor  formed  by  the  testicle  and  carried  down  3  cm.  below 
the  femeral  ring.  The  borders  of  the  aponeurosis  of  the  great 
oblique  were  retracted  on  each  side.  The  underlying  muscular 
layers  were  dissected  through  with  a  director.  Upon  reaching 
the  crystic  pocket  it  was  incised  and  about  500  cc.  of  fluid  es- 
caped. The  testicle  was  then  recognized  and  found  bound 
down  by  a  few  adhesions,  but  it  appeared  to  be  especially  re- 
tained by  a  fibrous  tract,  which,  from  the  upper  part  of  the 
external  pillar,  became  united  to  the  supra  testicular  portion  of 
the  cord  and  extended  downwards  to  the  internal  ring.  The 
testicle  and  cord  were  freed  from  this  fibrous  mass.    The  cord, 
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being  quite  long,  allowed  the  testicle  to  be  brought  down  into 
the  scrotal  cavity,  where  it  was  fixed  by  two  catgut  sutures. 

Case  6  (Service  of  Prof  Tedenat).  Patient,  17  years 
of  age,  with  bilateral  ectopia.  Nothing  interesting,  as  far  as 
hereditary  and  personal  antecedents  go.  Examination  of  pa- 
tient January  20,  1905.  It  was  seen  that  both  testicles  formed 
a  tumor  under  the  skin  at  about  the  middle  of  the  inguinal 
canals.  The  left  tumor  appeared  larger  than  the  right.  What 
was  especially  remarkable  was  the  absence  of  the  scrotum, 
which  was  only  represented  by  a  small  retracted  triangle  of  skin. 
Palpation  showed  that  the  testicles  were  bound  down  and 
slightly  painful.  Operation  five  days  later.  On  the  left  side 
an  incision  for  hernia  was  made  and  it  was  found  that  the  cre- 
master  was  strong  and  short,  so  that  it  had  to  be  cut  through. 
The  tunica  vaginalis  was  then  exposed  and  opened  5  or  6  cm. 
below  the  internal  inguinal  ring.  After  a  dissection,  rendered 
laborious  by  the  adhesions  uniting  the  organ  to  the  walls  of  the 
inguinal  canal,  the  hernia  sac  was  dissected  off  from  the  cord 
and  ligated.  Considerable  difficulty  was  encountered  in  de- 
stroying the  adhesions  which  united  the  cord  with  the  vagino- 
peritoneal canal,  and  it  was  only  after  they  had  been  cut  that 
the  testicle  could  be  brought  down  and  fixed  in  the  rudimentary 
scrotum,  which  had  previously  been  forcibly  dilated.  Closure 
of  the  inguinal  canal.  Normal  recovery.  The  right  side  has 
not  as  yet  been  operated  on. 

Occasionally,  it  is  the  red  muscular  bands,  improperly 
called  the  cremaster,  which,  uniting  the  lower  border  of  the 
small  oblique  and  transversalis  to  the  cord,  retain  the  testicle 
in  ectopia.  In  point  of  fact,  the  testicle  and  cord  are 
enveloped  by  a  common  fibrous  tunic,  upon  which  the  bands 
of  the  external  cremaster  can  be  seen.  In  certain  cases,  these 
bands  take  on  an  abnormal  development  and  contribute  power- 
fully in  retaining  the  testicle  in  ectopia.  In  one  case,  Prof. 
Berger  could  not  bring  down  the  testicle  into  the  scrotum  after 
having  cut  through  the  fibres  of  the  cremaster,  while  in  three 
cases  operated  on,  Prof.  Tedenat  found  that  this  muscle  formed 
thick  and  short  bands,  which,  as  soon  as  they  were  cut  through, 
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allowed  the  testicle  to  easily  descend  in  its  tunica  vaginalis. 
Consequently,  the  cremaster  in  these  cases  was  the  only  obstacle 
preventing  the  testicle  from  being  brought  down. 

It  must  not  be  believed  that  bringing  down  the  testicle  into 
the  scrotum  can  always  be  accomplished  by  simply  freeing  the 
multiple  muscular  connections  binding  the  vas  deferens  and  the 
cord  to  their  envelopes  and  walls  of  the  inguinal  canal.  In 
certain  cases  of  ectopia,  failure  in  bringing  down  the  testicle 
is  not  due  to  the  vas  deferens,  but  to  the  vessels,  which  form  the 
hindrance  because  they  form  a  rigid  and  inextensible  cord,  hold- 
ing the  testicle  in  its  abnormal  position.  In  spite  of  the  most 
complete  dissection  of  the  cord,  the  elongation  obtained  is  only 
slightly  marked  as  long  as  the  vascular  pedicle  subsists.  Cer- 
tain operators  in  order  to  do  away  with  this  brevity  of  the 
vascular  pedicle,  have  recommended  the  partial  section  of  the 
vessels.  In  1887,  Lucas  Championniere  was  obliged  to  cut 
away  all  that  was  not  the  vas  deferens  and  spermatic  artery  in 
order  to  bring  the  testicle  down  into  the  scrotum.  Bidwell 
has  stated  that  section  of  the  spermatic  artery,  nerves  and 
veins  could  be  done  without  injury  to  the  testicle,  if  the  artery 
of  the  vas  is  respected.  In  July,  1900,  Lucas-Championniere 
presented  a  patient  at  the  French  Surgical  Society,  in  whom  he 
had  sectioned  the  vessels  of  the  spermatic  cord,  excepting  of  the 
vas,  in  order  to  make  a  total  reduction  of  the  right  testicle 
which  was  in  ectopia  at  the  internal  inguinal  ring. 

CASE  7  (Berger).  The  patient  presented  a  congenital 
scrotal  hernia  with  inguinal  ectopia  of  the  testicle.  The  opera- 
tion revealed  the  following  condition.  The  testicle  was  located 
at  the  level  of  the  internal  inguinal  ring;  the  epididymis  was 
only  attached  to  the  testicle  by  its  head  and  continued  with  the 
vas  deferens,  which  extended  downwards  to  the  bottom  of  the 
scrotum  only  to  return  upwards  towards  the  inguinal  ring  and 
from  this  point  followed  its  normal  course,  a  condition  of  affairs 
already  mentioned  by  Monod  and  Terrillon.  The  obstacle  to 
the  descent  of  the  testicle  was  not  due  to  the  vas  deferens,  but 
from  the  brevity  of  the  blood  vessels.  Castration  was  done, 
because  the  testicle  was  atrophied. 
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Case  8  (Mignon).  The  patient,  32  years  of  age.  The 
scrotum  was  asymmetrical.  The  right  side  of  the  scrotum  was 
atrophied.  The  septum  was  oblique  downwards  and  to  the 
right.  When  the  patient  laid  down,  the  right  scrotal  pocket 
was  found  empty,  but,  when  he  stood  up  and  coughed,  it  bulged 
obliquely  downwards  and  inwardly,  which  left  no  doubt  as  to 
the  existence  of  an  inguinal  hernia.  The  sac  almost  reached 
the  bottom  of  the  scrotum  and  was  filled  with  omentum.  The 
right  testicle  was  found  in  the  upper  third  of  the  inguinal 
canal.  On  January  9th,  1901,  the  surgeon  proceeded  to  re- 
move the  hernial  sac,  reduction  of  the  right-sided  inguinal 
ectopia  and  resection  of  the  scrotum,  because  on  the  left  there 
was  a  large  varicocele.  On  the  right  side,  after  the  ordinary 
incision  for  hernia  and  opening  the  inguinal  canal,  the  hernia 
sac  presented  and,  on  being  opened,  one  could  see  the  testicle 
by  transparence,  at  the  upper  part  of  its  posterior  aspect.  The 
fundus. of  the  sac  extended  to  within  four  fingers'  breadth  above 
the  gland  and  the  neck,  which  was  very  narrow,  had  only  the 
calibre  of  the  small  finger.  The  serous  layer  of  the  sac  was 
freed  and  ligated  above  the  neck.  Then,  passing  to  the  testicle, 
it  and  the  spermatic  cord  were  dissected  off  from  the  inguinal 
canal  and  it  was  then  found  that  the  vas  deferens  formed  a 
loop,  measuring  a  good  centimetre,  below  the  testicle.  In 
spite  of  section  of  all  the  cellular  envelopes  of  the  cord,  and 
traction  exercised  on  the  testicle,  it  was  impossible  to  bring 
the  organ  below  the  pubic  bone.  It  was  held  in  place  by  the 
vascular  pedicle,  which  went  to  its  upper  pole  and  when  the 
testicle  was  pulled  down,  the  pedicle  became  tense.  All  the 
vessels  situated  in  front  of  the  vas  deferens  were  then  cut 
through  and  it  was  only  after  a  complete  dissection  of  the  vas 
that  the  infra-testicular  loop  could  be  unrolled  and  the  testicle 
brought  down  into  the  scrotum.  The  testicle  was  found  in- 
verted and  was  sutured  in  the  scrotum,  after  which  the  inguinal 
canal  was  closed.  The  patient  was  seen  18  months  later  and 
the  result  was  excellent.  The  testicle  was  not  atrophied  and 
the  genital  functions  active. 

Routier  has  related  a  case  where  bringing  down  the  testicle 
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was  rendered  impossible  on  account  of  the  vascular  cord.  The 
patient  was  21  years  of  age  and  presented  a  bilateral  ectopia 
in  the  upper  part  of  the  inguinal  canals.  He  came  to  the 
hospital  on  account  of  peritoneal  disturbances  and,  in  spite  of 
his  condition,  he  stated  that  he  had  a  mistress  and  that,  from 
the  genital  point  of  view,  he  was  perfectly  satisfied  and  was 
desirous  of  retaining  his  testicles.  At  an  operation  it  was  found 
impossible  to  bring  either  gland  below  the  pubic,  because,  after 
freeing  the  vascular  pedicles,  they  were  found  too  short,  so  the 
testicles  were  simply  pushed  up  into  the  abdominal  cavity,  and 
the  incisions  closed. 

Case  9  (Autefage  and  Aubertin).  In  this  case  the  her- 
nia sac  was  empty  and  extended  down  to  the  bottom  of  the 
right  scrotum.  The  vas  deferens  and  epididymis  had  accom- 
plished their  migration  down  to  the  middle  of  the  scrotum, 
while  the  testicle  was  united  to  a  very  short  cord.  In  spite  of 
section  of  all  the  fibrous  adhesions  which  bound  the  organ  to 
the  sac,  it  was  impossible  to  bring  it  lower  than  the  external 
inguinal  ring,  so  that  orchidopexia  was  impossible.  The  testicle 
was  removed  as  the  patient  was  unaware  that  it  was  present 
in  the  inguinal  canal. 

To  these  cases  we  may  add  those  recorded  by  Guinard  and 
Courtis,  but,  in  these,  the  failure  to  bring  down  the  testicle 
was  not  alone  due  to  the  brevity  of  the  vessels,  but  also  to  a 
shortening  of  all  the  elements  of  the  cord,  including  the  vas 
deferens.  In  1898,  Ziebert  operated  on  a  17-year-old  patient 
presenting  a  right-sided  inguinal  ectopia  and  he  was  obliged  to 
fix  the  testicle  just  below  the  inguinal  canal' on  account  of  the 
shortness  of  the  vascular  pedicle.  Bayer  had  recorded  a  case 
where  the  shortness  of  the  cord,  and  especially  the  vascular 
pedicle,  prevented  him  from  bringing  the  testicle  further  down 
than  the  pubis,  so  that  he  sutured  the  cord  to  the  periosteum 
of  the  symphysis.  In  a  case  of  strangulation,  Walton  found 
the  spermatic  vessels  so  short  that,  in  spite  of  a  careful  dissec- 
tion, he  was  obliged  to  resort  to  castration.  In  one  case  of 
inguinal  ectopia,  Madden  found  that  the  vessels  and  the  cord 
were  so  short  that  he  could  not  draw  the  gland  outside  of  the 
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inguinal  canal,  so  he  did  castration.  Quite  in  accordance  with 
Watson-Cheyne  I  would  say  that  in  inguinal  ectopia  of  the 
testicle,  the  really  shortened  structure  is  often  the  blood  ves- 
sels of  the  cord. 

The  analysis  of  a  large  number  of  cases  reported  by  various 
surgeons,  permits  me  to  emit  the  opinion  that  the  unsuccessful 
results  in  the  treatment  of  inguinal  ectopia  of  the  testicle  is  not 
always  due  to  the  vas  deferens  and  vascular  pedicle.  Lucas- 
Championniere,  Jalaguier,  Berger  and  Broca,  men  who  have 
probably  operated  more  cases  of  ectopia  than  any  others  in 
France,  rarely  incriminate  these  elements.  In  the  majority  of 
cases,  the  vas  deferens  is  very  long,  while  the  vessels  have 
a  sufficient  elasticity,  so  that  one  may  obtain  the  two  or  three 
centimetres  necessary  for  bringing  the  testicle  into  the  scrotum, 
and  nevertheless  it  is  impossible  to  bring  down  the  gland. 
Searching  for  the  reason  of  these  failures  and  enlightened  in 
our  researches  by  the  aid  of  Prof.  Forgue,  it  appears  to  us  that 
usually  the  restricting  element  is  to  be  found  in  the  vagino- 
peritoneum  canal.  This  canal  presents  several  automatical  rela- 
tionships with  the  peritoneum.  ( i )  The  tunica  vaginalis  may 
remain  in  communication  with  the  peritoneum  as  is  observed  in 
the  normal  condition  in  all  animal  species,  and  under  these  cir- 
cumstances it  extends  from  the  internal  inguinal  ring  to  just  be- 
low the  testicle,  sometimes  to  the  scrotum,  and  represents  a  long 
open  vagino-peritoneal  canal.  (2)  It  may  undergo  a  partial 
obliteration,  a  kind  of  annular  narrowing,  which  still  leaves  an 
opening  between  the  peritoneum  and  the  tunica  vaginalis. 
(3)  It  may  undergo  a  complete  obliteration  down  as  far  as 
the  testicle,  or,  on  the  other  hand,  there  may  be  a  complete 
obliteration  just  above  the  upper  pole  of  the  testicle,  extending 
as  far  as  the  internal  inguinal  ring.  In  a  word,  this  canal  is 
opened  or  closed. 

As  I  shall  show  in  the  cases  which  are  to  follow,  the  patent 
vagino-peritoneal  canal,  adhering  to  the  sides  of  the  vas  defer- 
ens and  vascular  elements  of  the  cord,  becomes  folded  and 
forms  a  true  plaiting,  which  prevents  the  testicle  from  coming 
down. 
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When  a  testicle  in  ectopia  is  surrounded  by  the  vaginal 
serous  membrane,  completely  closed  and  separated  from  the 
peritoneum,  there  exists  at  the  same  time  a  non-obliteration  of 
the  upper  portion  of  the  vagino-peritoneal  canal,  forming  a 
peritoneal  infundibulum  entering  by  the  internal  inguinal  ring 
and  becoming  attached  to  the  tunica  vaginalis  of  the  testicle 
by  a  very  narrow  fibrous  adhesion  formed  by  the  obliterated 
portion  of  the  vagino-peritoneal  canal.  This  condition  of  af- 
fairs is  easily  demonstrated  by  pulling  on  the  serous  membrane 
surrounding  the  testicle,  after  having  freely  opened  the  inguinal 
canal ;  the  peritoneum  giving  way  to  this  traction  becomes  more 
and  more  engaged  lower  down  in  the  canal  and  directly  con- 
tinues with  the  walls  of  the  vaginalis  by  the  apex  of  the  point 
which  it  forms  when  penetrating  into  the  canal.  The  vagino- 
peritoneal canal  thus  forms  an  inextensible  cord  which  fixes  the 
vaginalis  of  the  testicle  to  the  peritoneum  and  this  band  con- 
tracts adhesions  with  the  elements  of  the  cord  which  must  be 
cut  in  order  to  bring  down  the  testicle. 

Case  10  (Service  of  Prof.  Forgue).  Patient  18  years 
of  age;  congenital  inguinal  hernia,  ectopia.  Examination 
showed  that  the  left  scrotum  was  atrophied.  The  right  testicle 
was  in  the  scrotum.  The  left  inguinal  region  was  occupied  by 
an  oval  tumor  measuring  nearly  five  fingers'  breadth  in  its  long 
diameter  and  three  fingers'  breadth  transversely;  it  was  elon- 
gated and  parallel  to  the  inguinal  fold,  occupying  the  entire 
internal  half  of  the  latter.  Upon  palpation  it  gave  the  sensa- 
tion of  depression,  and  when  pinched  along  its  lesser  diameter, 
it  was  noticed  when  also  pressing  the  great  diameter  with  the 
left  hand,  that  the  testicle  much  diminished  in  size  given  the 
age  of  the  subject,  was  admost  absolutely  adherent  at  the  in- 
guinal ring,  especially  at  the  lower  end,  where  it  was  difficult 
to  mobilize  it;  while  hooking  it  with  the  fingers,  and  then  push- 
ing it  from  below  upwards  and  from  within  outwards,  it  could 
be  displaced  to  the  extent  of  three  or  four  centimetres  above 
the  external  ring.  It  was  an  easy  matter  to  make  out  this 
tumor  was  only  partially  composed  by  the  testicle.  Below  it 
was  found  a  hernia  whose  sac  appeared  to  reach  the  middle 
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of  the  scrotum,  distended  it  when  the  patient  coughed,  especially 
so  when  he  stood  up.  Between  the  tumor  and  the  scrotum  an 
irregular  and  moveable  cord,  presenting  nodes  over  its  sur- 
face could  be  felt  to  roll  under  the  fingers;  this  was  the  epididy- 
mis and  vas  deferens.  The  diagnosis  of  left  inguinal  ectopia, 
with  congenital  hernia,  was  made. 

At  operation  the  following  notes  were  made.  After  in- 
cision of  the  skin,  a  sac  was  exposed  which  extended  down  to 
the  middle  of  the  scrotum  and,  upon  opening  this  sac,  which 
represented  a  patent  vagino-peritoneal  canal,  it  was  at  once 
noticed  that  the  testicle  was  attached  to  a  very  thick  and  rigid 
pedicle.  The  normal  epididymis,  attached  to  the  testicle  by  a 
membrane  measuring  about  3  cm.  in  breadth,  continued  by  a 
vas  deferens  which  extended  downwards  to  the  bottom  of  the 
pocket  formed  by  the  vagino-peritoneal  serosa,  then  extended 
upwards  towards  the  external  inguinal  ring  and  there  becoming 
adherent  to  the  other  elements  of  the  cord. 

After  a  careful  dissection  of  all  the  bands  uniting  the  vagi- 
nalis to  the  walls  of  the  inguinal  canal,  the  intestine  was  pushed 
back  into  the  abdominal  cavity  and  freeing  and  resecting  of  the 
vagino-peritoneal  canal  was  undertaken.  This  was  cut  trans- 
versely and  separated  as  completely  as  possible  from  the  sur- 
rounding cellular  tissue  and  elements  of  the  cord.  During  this 
part  of  the  operation  traction  on  the  testicle  was  made,  in 
order  that  this  dissection  might  be  followed  up  quite  high 
towards  the  abdomen.  After  closing  the  pedicle  of  the  hernia 
the  vaginalis  was  dissected  off  from  above  downwards  in  order 
to  free  the  cord  throughout  its  entire  extent.  This  dissection 
was  very  delicate  and  required  much  patience.  The  serosa  ad- 
herent to  the  elements  of  the  cord  presentd  a  condition  similar 
to  what  dressmakers  call  "  plaiting."  If  at  this  time  the  testicle 
could  not  be  made  to  descend,  it  would  be  because  the  vaginalis, 
folding  the  vascular  elements  of  the  cord,  prevented  them  from 
becoming  elongated.  The  adhesions  attaching  the  cord  to  the 
vagino-peritoneal  tunic  were  incised  with  care  and  the  cord  was 
seen  to  at  once  unfold  and  recover  its  normal  length.  This  dis- 
section was  extremely  difficult,  because  there  was  risk  of  in- 
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juring  the  vessels,  and  it  also  took  time  because  the  entire  cord 
was  adherent.  A  pocket  was  then  made  in  the  scrotum,  which 
was  atrophied,  and  then  the  testicle  surrounded  by  its  vaginalis 
was  stitched  in  the  scrotum  with  one  catgut  suture.  The 
inguinal  canal  was  then  closed  as  in  the  ordinary  operation  for 
hernia.  The  patient  made  a  good  recovery,  and  one  month 
after  the  operation  the  testicle  was  found  in  the  rudimentary 
scrotum  and  appeared  to  have  increased  somewhat  in  size. 
It  was  movable  and  painless. 

Case  ii  (Service  of  Prof.  Forgue).  Patient,  15  years 
old;  right  inguinal  ectopia  with  a  slight  hernia.  Upon  exam- 
ination, one  found  on  the  right  side  at  the  external  ring,  a 
small,  slightly  movable  tumor,  which  could  be  displaced  from 
below  upwards  to  the  extent  of  about  one  cm.  This  tumor 
appeared  to  be  the  testicle.  With  the  finger  introduced  into 
the  inguinal  canal  and  the  patient  being  asked  to  cough,  a 
small  hernia  was  detected.  The  right  side  of  the  scrotum  was 
not  as  developed  as  the  left;  it  was  a  little  retracted. 

Operation.  Incision  of  the  skin  and  fat,  opening  of  the 
vaginc-peritoneal  canal,  which  contained  a  little  serous  liquid', 
the  orifice  opening  into  the  peritoneum  was  about  as  large  as 
a  pencil.  At  one  cm.  above  the  testicle  the  serosa  was 
separated  from  the  elements  of  the  cord  and  this  was  con- 
tinued upwards  as  far  as  possible.  Ligature  of  the  pedicle 
and  excision  of  the  sac.  The  vagino-peritoneal  serosa  was 
adherent  to  the  vas  deferens  and  spermatic  vessels  and 
diminished  their  length  on  account  of  folding  them.  The 
cord  was  dissected  throughout  its  entire  length  with  much 
difficulty.  When  this  was  completed,  the  testicle  was  brought 
down  into  the  scrotum  and  fixed  there  with  a  catgut  suture. 
The  inguinal  canal  was  closed.  Union  by  first  intention. 
The  patient  left  the  hospital  twenty-two  days  later,  at  which 
time  the  testicle  had  not  ascended.  It  did  not  appear  to  have 
increased  in  size,  it  was  painless  and  the  patient  was  satisfied 
with  the  operation. 

Case  12  (Service  of  Prof.  Forgue).  Patient,  14  years 
old;  left  inguinal  ectopia  with  hernia.    Well  developed  child; 
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right  testicle  in  the  scrotum;  on  the  left  the  scrotum  was  less 
developed;  the  inguinal  ring  was  broad,  allowing  the  index 
finger  to  enter.  At  the  lower  part  of  the  inguinal  canal  a 
tumor,  the  size  of  a  small  walnut,  could  be  felt,  adherent  and 
only  slightly  movable.  The  hernia  could  be  easily  reduced. 
Operation.  An  incision  parallel  to  the  external  inguinal  ring. 
After  incision  of  the  skin  and  fat  the  testicle  was  exposed. 
From  its  lower  end  a  serous  fold  commenced  and  extended  into 
the  scrotum;  the  vas  deferens,  which  followed  its  migration 
independently  of  the  testicle,  was  also  at  the  bottom  of  the 
scrotum.  The  vagino-peritoneal  canal  was  found  above  the 
testicle,  covering  the  cord  and  forming  the  peritoneal  sac  of 
the  hernia  and  did  not  come  in  actual  contact  with  the  testicle. 

The  vagino-peritoneal  process  prevented  the  testicle  from 
descending.  The  serosa  was  dissected  off  so  as  to  mobilize 
the  cord  and,  in  order  to  do  this,  a  transversal  incision  was 
made  in  the  vagino-peritoneal  sac.  Two  forceps  were  placed 
on  the  upper  border  of  the  incision  and  the  serous  membrane 
was  peeled  off  from  below  upwards  with  the  scissors.  A  purse 
string  suture  was  then  passed  and  the  hernia  pedicle  closed. 
This  being  done,  the  lower  border  of  the  incision  was  dis- 
sected from  above  downwards  until  the  cord  was  completely 
denuded.  The  surplus  of  the  serous  membrane  was  then 
resected,  leaving  only  enough  to  cover  the  testicle.  The  cord 
thus  freed  from  the  vagino-peritoneal  sac  and  fibrous  bands 
uniting  it  to  the  surrounding  structures,  became  considerably 
elongated,  but  the  testicle  could  not  be  brought  down  to  the 
bottom  of  the  scroum,  so  that  it  was  sutured  wih  catgut  con- 
siderably below  the  root  of  the  scrotum.  Suture  of  the  in- 
guinal and  abdominal  walls.  On  the  sixteenth  day  after  the 
operation,  when  the  stitches  were  removed,  the  testicle  had  not 
left  its  new  position. 

Case  13  (Richelot).  Patient,  16  years  of  age,  had  a 
medium-sized,  reducible  hernia  since  infancy.  He  was  unable 
to  wear  a  truss  because  this  pressed  upon  the  testicle,  which 
was  in  the  inguinal  canal.  The  testicle  was  about  the  size  of 
a   large   filbert  and   soft    in   consistency.    Operation.  The 
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tunica  vaginalis  and  the  vaginoperitoneal  canal  formed  one 
cavity.  The  cord  projected  at  the  outside  of  the  serosa,  the 
testicle  was  at  the  level  of  the  external  ring.  The  upper  part 
of  the  viginalis  was  dissected  first  and  was  with  difficulty  re- 
moved from  the  elements  of  the  cord.  There  was  also  much 
difficulty  in  completely  isolating  the  vas  deferens  and  the  ves- 
sels. The  vaginalis  was  brought  around  the  testicle  and 
sutured  with  one  catgut.  Then  an  endeavor  was  made  to 
separate  the  upper  portion  of  the  serous  canal  from  the  cord 
and  to  close  the  peritoneum,  but  it  was  very  difficult  to  operate 
in  the  depths  of  the  canal  so  that  the  serosa  was  removed 
piecemeal,  and  finally  the  surgeon  was  obliged  to  renounce  the 
closing  of  the  peritoneal  cavity.  The  torn  opening  of  the 
abdominal  serosa  thus  opening  freely  would  naturally,  it  was 
thought,  come  in  apposition  and  would  obliterate  of  itself. 
The  testicle  was  brought  down  as  far  as  the  external  ring. 
The  patient  was  seen  six  years  after  operation,  when  it  was 
found  that  the  testicle  had  increased  in  size  and  was  almost  the 
volume  of  its  fellow;  the  hernia  had  recurred. 

Case  14  (Richelot).  Patient,  20  years  of  age;  double 
inguinal  ectopia.  The  patient  for  some  years  had  experienced 
sharp  pain  in  the  inguinal  regions.  He  was  rather  delicate- 
looking,  but  possessed  a  beard  and  pubic  hair.  For  several 
years  he  has  indulged  in  coitus  and  ejaculation  appeared  nor- 
mal. The  right  testicle  was  immobilized  in  the  inguinal  canal 
and  appeared  to  be  of  normal  size.  The  left  was  rather  small 
and  freely  movable,  so  that  it  could  be  drawn  down  outside 
the  external  ring,  but  would  return  at  once  to  the  upper  part 
of  the  canal.  On  the  left,  the  scrotum  was  somewhat  un- 
developed, while  on  the  right  it  was  rudimentary.  Operation. 
Commencing  on  the  left  side,  the  testicle  was  exposed  by  in- 
cising the  vagino-peritoneal  canal;  then  a  transversal  incision 
above  the  elements  of  the  cord  allowed  the  surgeon  to  dissect 
off  and  isolate  the  upper  portion  of  the  serous  canal.  It 
was  then  found  that  the  latter  was  obliterated  at  the  upper 
part  of  the  inguinal  canal.  This  upper  portion  of  the  serosa 
was  completely  dissected  off  the  entire  length  of  the  cord  and 
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when  this  had  been  isolated  from  the  vagino-peritoneal  canal 
and  all  the  adhesions  cut  which  united  it  to  the  walls,  the 
testicle  could  be  brought  into  the  scrotum.  On  the  right  the 
dissociation  of  the  serous  canal  from  the  elements  of  the  cord 
was  difficult  but  complete,  and  the  testicle  could  be  brought 
down  into  the  rudimentary  scrotum. 

From  these  cases  it  becomes  evident  that,  in  order  to 
obtain  a  satisfactory  result,  the  separation  of  the  cord  from 
the  vagino-peritoneal  serosa  must  fulfill  two  conditions,  viz.: 
to  be  absolutely  complete,  and  secondly,  it  must  extend  from 
the  internal  inguinal  ring  to  nearly  the  upper  part  of  the 
testicle,  in  other  words  throughout  the  entire  extent  of  the 
canal.  The  adhesions  encountered  in  the  inguinal  canal  are 
usually  easily  broken  down,  but  there  are  cases  where  the  in- 
guinal ectopia  results  from  an  adhesion  between  the  serosa 
and  the  anterior  aspect  of  the  aponeurosis  of  the  great  oblique. 
In  this  case  it  is  turned  upside  down  and,  in  order  to  replace  it, 
the  membrane  closing  the  scrotum  must  be  broken  through. 
Jalaguier  has  frequently  mentioned  this  elastic  membrane 
which  is  probably  a  portion  of  the  suspensory  ligament  of  the 
scrotum,  but  it  is  quite  sufficient  to  incise  it  in  order  to  easily 
bring  down  the  testicle. 

I  will  close  in  saying  that  I  do  not  believe,  as  does  Wat- 
son-Cheyne,  that  atrophy  of  the  scrotum  represents  the  prin- 
cipal hindrance  to  the  descent  of  a  testicle  in  ectopia.  This 
incomplete  development  of  the  scrotum,  frequent  in  the  adult, 
is  rare  in  children  and,  in  my  way  of  thinking,  is  the  conse- 
quence of  the  ectopia.  The  scrotum  becomes  atrophied  and 
retracts  because  it  is  uninhabited.  However,  it  is  very  excep- 
tional that  a  cavity  cannot  be  made  in  the  scrotum  sufficient  to 
contain  the  seminal  gland. 


Contributed  by  the  Author  to  The  American  Journal  of  Urology. 

CIRCUMCISION  WITH  COCAINE  ANESTHESIA 

By  S.  Stevens,  M.  D.,  Battle  Creek,  Mich. 

MY  apology  for  writing  the  following  is  to  demon- 
strate a  method  of  circumcision  with  local  anes- 
thesia, thereby  reducing  the  dangers  of  a  general 
anesthesia,  and  yet  the  anesthesia  be  perfect,  and  by  which  the 
patient  will  not  suffer  any  inconvenience  afterwards  nor  even 
the  loss  of  an  hour's  time  from  his  business. 

Fig.  i  (A)  illustrates  the  point  of  introduction  of  the  needle. 
Also  if  one  desires  to  do  a  bloodless  operation  he  can  apply  a 
rubber  catheter  or  rubber  tube  as  illustrated  by  X,  however  I 
do  not  attempt  to  do  a  bloodless  operation  only  in  exceptional 
cases,  from  my  experience  will  have  an  extensive  ecchymosis, 
and  more  swelling  of  the  tissues,  where  without  the  elastic 
band  the  swelling  is  less  and  practically  no  ecchymosis  and  the 
loss  of  blood  very  little.  The  solution  I  use  is  \  of  I  per  cent, 
to  \  of  i  per  cent.  Cocaine  Hydrochlorate. 

Fig.  2  illustrates  the  introduction  of  the  needle  at  Point  A, 
and  infiltrates  the  tissues  in  advance  of  the  needle  as  it  is  intro- 
duced, as  indicated  by  the  dotted  line  to  the  medium  line  of 
the  posterior  surface  of  the  penis  then  by  withdrawing  the 
needle  to  the  point  of  introduction  you  infiltrate  in  the  opposite 
direction  meeting  the  first  infiltration.  Point  A  must  be  far 
enough  back  so  that  there  will  be  room  enough  for  the  clamp 
F  to  be  placed  posterior  to  the  cornu  of  the  penis. 

Fig.  3  illustrates  the  method  of  anesthetizing  of  the  under- 
side of  the  penis.  It  has  been  my  experience,  that  it  has  been 
more  difficult  to  anesthetize  the  parts  at  the  junction  of  the 
frenum,  than  any  other  part.  By  introducing  the  needle  at 
point  B  and  infiltrating  ahead  of  the  needle  along  the  line 
indicated  to  C,  anethesia  will  be  complete. 

Fig.  4  illustrates  the  method  of  applying  the  clamp  after 
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the  parts  are  anethetized.  By  applying  two  pairs  hemo- 
static forceps  as  illustrated  by  E  and  D  and  drawing  the 
foreskin  well  forward  and  applying  the  clamp  F.  Clamp  F 
should  have  a  bite  of  at  least  three  inches.  After  clamp  F 
is  applied  remove  the  foreskin  by  a  pair  of  scissors. 

In  Fig.  5  after  the  clamp  in  Fig.  4  is  removed  we  find  the 
inner  skin  covering  the  gland  penis  is  not  removed,  only  a  small 
portion  of  the  end,  by  attaching  the  hemostatic  forceps  as  in 
Fig.  4,  E  D  and  making  traction  on  this  skin  as  illustrated 
in  Fig.  5  we  have  a  surface  G.  By  making  traction  on  the 
aforesaid  hemostates  and  reapplying  the  clamp  F  we  remove 
this  inner  skin  in  the  same  way  as  the  outer  skin  was  removed 
thereby  freeing  the  gland  penis.  Should  there  be  adhesions 
between  the  gland  and  the  inner  skin  they  should  be  broken 
up  before  applying  the  clamp  F  by  means  of  a  probe  or 
grooved  director  and  circulating  the  gland  between  the  skin. 

Fig.  6  illustrates  the  operation  completed  by  sewing  with  a 
continuous  suture  beginning  at  the  frenum  and  ending  at  the 
same  point.  At  the  beginning  being  sure  to  catch  the  anterior 
branch  of  internal  pudic  artery  in  the  suture,  as  I  have  seen 
two  or  three  cases  of  excessive  hemorrhage  from  this  artery 
by  not  being  careful  in  securing  the  same  by  the  suture.  The 
suture  material  is  No.  00  catgut. 

The  after  treatment  consists  in  applying  a  piece  of  sterilized 
gauze  with  1  per  cent  carbolized  vaseline  applied  to  the  gauze 
and  this  laid  over  the  entire  gland,  and  pad  of  absorbent  cot- 
ton placed  over  it.  With  a  baby  each  time  the  napkin  is  changed 
the  dressing  is  made  fresh  and  applied  by  the  nurse  or  mother, 
and  held  in  place  by  the  napkin,  while  with  an  adult  the  dress- 
ing is  applied  in  the  same  way  and  held  in  position  by  a  band- 
age or  by  having  the  gauze  and  cotton  large  enough  to  cover 
the  parts,  and  this  held  in  position  by  an  ordinary  scrotal  sup- 
porter, this  to  be  changed  and  put  on  fresh  after  each  urina- 
tion. The  object  of  using  the  carbolized  vaseline  is  to  prevent 
the  dressing  becoming  dry  and  adhering  to  the  wound,  thereby 
causing  pain  and  bleeding  on  its  removal. 


PLATE  I— To  Illustrate  Article  by  Dr.  S.  Stevens. 
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THE    GONOCOCCUS,    ITS    RELATION   TO  THE 
PRACTICE  OF  OBSTETRICS  AND  GYN- 
ECOLOGY * 

By  W.  F.  Thompson,  M.  D.,  Beaumont,  Texas. 

THOUGH  the  subject  may  be  hackneyed,  and  the  path- 
ological conditions  induced  by  the  presence  of  the 
gonococcus  familiar  to  every  obstetrician  and  gynecol- 
ogist, this  bacterium  continues,  year  in  and  year  out,  to  sacri- 
fice upon  the  altar  of  ignorance,  wilful  negligence  and  mock 
modesty,  thousands  of  innocent  women  and  children. 

While  improved  surgical  technique  has  prevented  much  suf- 
fering and  sacrifice  of  life,  and  the  prophylaxis  of  the  newborn 
prevented  many  sightless  eyes,  the  root  of  the  evil  remains; 
penetrating  deeply  the  social  field,  its  ramifications  sapping  the 
fertility  of  the  human  race;  unhindered,  unhampered  and  be- 
yond the  capacity  of  the  medical  world. 

Unfortunately  society  has  not  permitted  free  discussion  of 
its  evils  and  the  mere  mention  of  a  venereal  disease  has  been 
the  signal  for  horrified,  uplifted  hands,  effectually  screening 
from  public  view  a  luxuriant  growth  of  sterility,  divorce,  blind- 
ness, misery,  suffering  and  death;  seen  only  by  the  medical  man 
whose  lips  were  sealed  by  the  stamp  of  public  censure. 

Primarily  we  have  the  infectious  medium — private,  public, 
licensed  and  unlicensed  and,  in  most  cases,  with  no  other  cer- 
tificate of  health  than  her  own  statement.  Then  we  have  the 
modern  youth  whose  young  pinions  have  become  strong  enough 
to  carry  him  into  new  atmospheres;  whose  sole  source  of  knowl- 
edge is  the  incorrect  information  obtained  of  his  more  sophisti- 
cated associates.  He  has,  of  course,  heard  that  to  contract 
venereal  infection  was  an  essential  element  in  his  beginning 
manhood,  and  to  be  considered  no  more  seriously  than  the 
stereotyped  "  bad  cold."    Likewise,  he  has  been  told  that  to 

*  Read  before  the  South  Texas  District  Medical  Society.  Texas  State  Jour.  Med. 
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frequent  a  house  of  prostitution  was  a  most  manly  thing  to  do. 
He  does  so  in  ignorance,  without  prophylaxis,  and  with  the 
usual  result  that  in  a  few  days  he  discovers  evidence  of  his 
infection.  He  is  assured  by  his  room-mate  of  its  insignificance 
and  of  a  speedy  recovery  under  his  medication.  Month  after 
month  the  youth  wanders  from  practitioner  to  practitioner, 
consulting  patent  medicine  cartons,  advertising  specialists  and 
what  not,  but  all  the  while  remaining  infected,  infectious  and 
infecting. 

If  the  complications,  suffering  and  anxiety  incident  to  the 
disease  were  limited  to  this  youth,  serious  as  they  are,  conse- 
quences would  not  be  so  disastrous.  These  are  the  fruits  of 
the  disease  applicable  to  himself,  fruits  of  his  own  folly  and 
ignorance.  But  being  a  marriageable  youth  his  attentions  are 
perhaps  bestowed  upon  your  daughter  or  mine.  And  being  a 
young  man  of  excellent  reputation,  successful,  and  of  good 
heritage,  his  attentions  are  encouraged.  In  due  time  the  nup- 
tials are  celebrated  and  Godspeed  bidden  amid  showers  of 
congratulations.  Thus  our  happy,  bright-eyed  daughter  with 
the  full  bloom  of  healthy  youth  upon  her  cheek,  whom  we  think 
we  have  so  carefully  guarded  through  the  years  from  baby- 
hood to  womanhood,  is  at  last  safely  bestowed  into  the  tender 
care  of  a  most  estimable  young  man,  and  we  are  happy. 

Her  first  letters  are  bubbling  with  happiness.  He  is  kind, 
attentive — a  model  husband.  Then  we  note,  with  no  little 
anxiety,  a  suggestion  of  despondency — "  feeling  ill,"  "  confined 
to  her  room,"  "  longing  for  home,"  etc.  After  a  few  weeks' 
absence  we  hasten  to  the  station  to  welcome  our  children.  We 
are  shocked  at  the  change  we  see  in  our  daughter.  Instead  of 
the  bright,  healthy  girl  of  a  few  short  weeks  ago  we  see  her 
now  faded,  pale  and  ill.  In  answer  to  our  questions  we  get 
a  history  that  we  cannot  mistake.  A  hurried  examination  re- 
veals acute  abdominal  tenderness  over  both  tubes  and  evidence 
of  sepsis.  In  our  alarm,  we  hasten  to  call  the  gynecologist; 
a  smear  is  sent  to  the  pathologist  and  our  suspicions  are  con- 
firmed. Operative  measures  cannot  be  considered,  palliative 
treatment  is  of  no  avail,  the  infection  spreads  rapidly  to  the 
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peritoneum  and  in  the  place  of  the  sunshine  that  pervaded  our 
home  a  short  while  ago,  now  all  is  sorrow  and  gloom. 

On  the  other  hand,  nature  may  have,  in  part,  successfully 
combated  the  infectious  extension,  overpowering  the  inflam- 
matory process,  encapsulating  the  infectious  material  and  de- 
stroying the  causative  bacteria.  Operative  procedure  for  the 
removal  of  the  diseased  organs  now  becomes  necessary;  and 
while  she  has  been  saved  from  the  grave,  she  has  paid  the 
penalty  for  ignorance  or  criminal  negligence  of  her  husband — 
an  unsexed  woman,  a  childless  home,  a  disappointed  wife. 

Again  the  infection  may  have  been  limited  to  the  endome- 
trium without  tubal  extension;  then  follows  years  of  suffering 
and  invalidism. 

Or,  the  infection  may  have  consisted  of  a  vaginitis  with  in- 
volvement of  the  vulvo-vaginal  glands,  the  acute  manifestations 
subsiding  promptly.  Pregnancy  supervenes,  and  we  rejoice 
that  we  are  soon  to  become  a  grandfather.  The  little  fellow 
arrives;  labor  was  normal,  mother  and  baby  doing  well,  but 
after  a  few  days  the  mother  casually  remarks  an  inflamed  con- 
dition of  the  little  eyes;  then  follows  weeks  of  treatment  and 
nursing.  Finally  the  inflammation  subsides  and  the  lids  are 
restored  to  their  normal  condition,  but  only  to  close  over  sight- 
less eyes. 

Statistics  tabulated  by  different  authorities  place  the  per- 
centage of  blindness  due  to  previous  ophthalmia  neonatorum, 
between  28  and  33  per  cent.  Our  leading  gynecologists  esti- 
mate that  between  65  and  75  per  cent  of  all  operations  upon 
the  tubes,  ovaries  and  uteri  are  performed  for  the  correction 
of  pathological  conditions  resulting  from  previous  gonorrheal 
infection.  Johnson  (Journal  A.  M.  A.)  collected  statistics 
showing  that  between  70  and  80  per  cent  of  all  sterility  was 
of  gonorrheal  origin.  The  number  of  divorces  actuated,  in- 
directly, by  gonorrhea  will  probably  never  be  known. 

Yet  this  is  the  disease  which  the  average  young  layman  con- 
siders as  lightly  as  a  "bad  cold."  A  disease  more  damnable 
than  tuberculosis  or  leprosy  because  of  its  secrecy.  The  gon- 
orrheic  is  to  be  more  dreaded  than  the  hidden  rattlesnake  of 
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our  prairie  land,  the  warning  of  which  precedes  its  danger. 
Not  so  with  the  gonorrheic;  though  his  worldly  possessions 
be  counted  by  the  thousands,  his  garments  of  the  latest  pattern, 
and  his  countenance  a  little  short  of  angelic,  his  approach  is 
more  stealthy  than  the  crouching  panther,  his  venom  more 
deadly  than  that  of  the  cobra. 

You  ask  why  such  conditions  have  been  tolerated?  Because 
free  discussion  of  these  subjects  between  parent  and  child  has 
never  been  tolerated,  because  legislation  regulating  prostitu- 
tion has  been  neglected,  and  because  the  laity  have  not  per- 
mitted the  teachings  of  things  that  the  children  should 
know.    .    .  . 

The  legislative  measures  suggested  are  those  designed  to 
regulate  prostitution  and  subject  it  to  the  action  of  the  health 
authorities.  Abolition  of  prostitution  has  its  advocates,  but 
abolition  of  prostitution  is  not  practicable,  nor  is  it  possible. 
Since  the  evil  is  here,  and  here  to  stay,  it  seems  the  natural 
thing  to  place  it  under  the  supervision  of  the  Public  Health 
Department. 

The  essential  legislation,  however,  would  seem  the  enact- 
ment of  laws  which,  if  enforced,  would  give  protection,  from 
unsuspcted  sources  of  infection,  to  innocent  women  and  chil- 
dren. Such  laws  would  necessarily  apply  to  the  male  appli- 
cant for  marriage.  Kentucky  has  such  a  bill  which,  if  it  be- 
comes a  law,  will  compel  every  man  who  is  an  applicant  for 
marriage  license  to  submit  to  examination  for  evidences  of 
latent  or  active  gonorrhea  or  syphilis.  If  he  is  found  infec- 
tious he  will  not  be  permitted  to  marry  until  the  examination 
fails  to  reveal  the  presence  of  the  gonococcus  or  its  evidence, 
and  in  t^e  case  of  svohilis,  until  the  prescribed  course  of  treat- 
ment has  been  taken;  though  many  of  our  students  maintain 
that  a  syphilitic  should  never  be  permitted  to  marry. 

Educational  campaigns  with  such  legislation  would  soon 
cause  parents  with  mariageable  daughters  to  demand  of 
prospective  sons-in-law  certificates  showing  them  to  be  free 
from  venereal  disease,  thus  protecting  our  daughters  and 
future  grandchildren  from  unsuspected  sources  of  misery,  suf- 
fering and  death. 


Abstracts  and  Translations 

Pitfalls  in  Urinary  Diagnosis — This  was  the  sub- 
ject taken  up  by  Dr.  Bransford  Lewis,  of  St.  Louis,  in  the  An- 
nual Address  before  the  Urologic  Section  of  the  Ohio  State 
Medical  Society,  at  Cincinnati,  May  6,  1909.  The  author 
first  called  attention  to  enthralling  interest  of  diagnosis,  as  con- 
nected with  urinary  affections,  and  its  supreme  importance,  as 
compared  with  other  features  of  the  study  and  practice. 
Shortcomings  in  diagnosis  frequently  allow  human  beings  to 
suffer  for  years  that  might,  with  diagnosis  made  clear,  be 
healthy  and  useful  citizens  all  of  that  time.  Cases  were  cited 
in  illustration.  They  also  illustrated  a  habit  to  which  some 
of  the  profession  were  addicted,  that  is  skipping  a  real 
diagnosis  entirely  and  jumping  pell-mell  into  the  treatment, 
so-called,  of  a  case;  treatment  which  consists  of  giving  medi- 
cines for  the  urinary  symptoms  presenting;  which,  if  effective 
at  all  accomplishes  the  greatest  harm  by  palliating  and  masking 
the  evidences  being  offered  by  nature  as  signals  of  distress,  that 
are  the  most  valuable  means  possible  for  directing  attention 
to  the  afflicted  organ.  The  "  beautiful  specimens  "  of  dilated 
ureters,  sacculated,  destroyed  kidneys  should  be  looked  upon 
as  post-mortem  monuments  of  such  exalted  ignominy.  They 
are  usually  the  result  of  the  withholding  of  .  surgery  through 
total  disregard  of  diagnosis. 

It  was  conceded  that  this  was  partly  due  to  the  relative 
inaccessibility  of  the  urinary  organs,  as  compared  with  the 
others  of  the  body.  But,  aside  from  the  fact  that  obstacles 
do  not  justify  lax  endeavor  in  medical  work,  it  was  pointed  out 
that  the  means  for  investigating  precisely  and  comprehensively 
the  whole  urinary  tract  were  multifarious,  exact  and  reliable; 
and  the  responsibility  of  having  them  used  was  assumed  by 
every  physician  who  accepted  a  patient  for  treatment,  whether 
he  himself  were  capable  of  using  them  or  not. 
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The  relative  importance  of  the  several  features  upon 
which  a  diagnosis  must  rest,  the  history,  symptomatology, 
semeiology,  physical  examination,  etc.,  were  taken  up  and  com- 
pared, to  the  distinct  advantage  of  physical  examination  for 
the  development  of  accurate  diagosis.  The  pitfalls  of  diagno- 
sis were  considered  as  they  related  to  the  several  parts  of  the 
tract  as  follows:  A.,  of  the  urethra;  B.  prostate;  C.  seminal 
vesicles;  D.  bladder;  E.  ureters;  F.  kidneys.  The  individual 
steps  of  physical  examination,  as  advised  by  the  author,  were 
recounted  and  explained.  Among  the  special  subjects  consid- 
ered were:  The  several  features  requisite  for  a  diagnosis  of 
urethritis;  the  sins  of  omission  and  commission  with  respect  to 
urethral  stricture,  and  how  to  avoid  them;  the  several  requi- 
sites or  diagnosis  of  prostatic  obstruction  and  how  to  attain 
them  by  means  of  the  definite  steps  advised;  those  relating 
to  seminal  vesiculitis,  to  bladder  stone;  to  infections  of  the 
upper  urinary  tract.  The  author  expressed  his  entire  lack  of 
confidence  in  staining  methods  as  a  mode  of  differentiating  be- 
tween smegma  and  tubercle  bacilli,  and  indicated  his  idea  of 
the  best  mode  of  distinguishing  between  them.  That  of  exclud- 
ing smegma  bacilli  altogether,  in  obtaining  the  specimen. 

Cystoscopy  and  ureteral  catheterization,  their  successes 
and  their  shortcomings,  were  given  due  consideration.  Direct 
issue  was  taken  with  a  number  of  the  teachings  current  on  these 
subjects.  The  duty  of  the  practioner  in  the  presence  of  the 
hematuria,  was  considered,  the  conclusion  reached  being  quite 
different  from  that  as  ordinarily  understood.  Probably  one  of 
the  most  interesting  and  practical  parts  of  the  address  was  that 
relating  to  the  renal  and  ureteral  calculi,  the  X-ray,  and  ure- 
teral catheterization,  under  which  heading  the  advantages  and 
disadvantages  of  the  several  modes  for  attaining  diagnosis 
were  compared  and  the  fallacies  of  each  revealed.  None  were 
infallible,  and  none  lacking  in  merit,  and  all,  therefore,  were  to 
be  employed  and  given  due  credit.  Cases  of  mistaken 
diagnoses,  in  which  the  appendix  had  been  removed  under  the 
belief  that  it  was  the  malefactor,  when  in  reality  the  trouble 
lay  in  the  right  kidney  or  ureter,  were  cited;  others  in  which 
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ureteral  calculus  was  diagnosed,  reliance  being  placed  on  the 
findings  of  the  X-ray  alone,  only  to  be  found  wanting  at  the 
time  of  operation,  were  mentioned.  The  fallacies  to  which 
catheterization,  taken  alone  and  unsupported,  might  lead,  were 
indicated.  The  proper  means  of  avoiding  these  several  pit- 
falls were  given. 

The  final  conclusion  of  the  author  was  that,  if  any  one 
lesson  were  contained  in  the  paper  it  was  the  necessity  of  sub- 
jecting to  the  scrutiny  of  direct,  methodic,  scientific  investiga- 
tion rather  than  futile  analysis  of  symptoms,  all  obsure  or  diffi- 
cult urinary  cases;  together  with  the  recognition  and  avoidance 
of  the  numerous  pitfalls  that  lay  in  the  path  of  the  unwary  in 
this  field  of  work. 

The  Treatment  of  Bacteriuria  by  Internal  Medi- 
cation— Dr.  J.  W.  Churchman  says  that  in  no  case  of 
cystoscopy  (in  the  practice  of  Dr.  Young)  on  patients 
whose  urine  was  uninfected  and  who  had  received  urotropin 
internally,  did  the  subsequent  routine  examination  of  the 
urine  reveal  any  organisms.  In  one  case  in  which  the 
patient  had  not  received  this  prophylactic  medcation,  an 
infection  did  develop.  V  We  are  certainly  safe  in  saying 
that  clinical  evidence  very  strongly  suggests  the  value  of 
drugs  internally  in  the  prophylaxis  of  bacteriuria ;  and  that 
such  use,  quite  apart  from  the  corroborating  evidence  of  ex- 
perimental work,  not  only  is  indicated,  but  may  confidently  he 
expected  to  be  efficacious." 

In  the  treatment  of  incipient  bacteriuria  without  cystitis, 
clinical  evidence  goes  to  show  that  in  the  majority  of  cases 
internal  medication  will  obviate  it.  In  exceptional  instances 
the  bacteriuria  will  persist  in  spite  of  treatment;  in  the  case 
which  Churchman  reports  the  invading  organism  was  the  sta- 
phylococcus. 

In  bacteriuria  associated  with  cystitis,  clinical  evidence  goes 
to  show  that  to  the  majority  of  cases  the  organisms  which  have 
gotten  sufficient  hold  on  the  bladder  to  produce  cystitis  it  is 
practically  impossible  to  completely  remove.  Pus  may  be 
diminished  in  amount,  the  symptoms  relieved  and  the  urine 


268     AMERICAN  JOURNAL  OF  UROLOGY 


cleared,  but  the  infection  will  persist.  Occasionally  internal 
treatment  will  cause  the  bacilluria  to  disappear. 

Churchman  undertook  a  series  of  bacteriological  experi- 
ments with  the  urine  of  patients  who  took,  urinary  antiseptics 
by  mouth,  in  order  to  see  if  clinical  deductions  could  have  ex- 
perimental corroboration.  Three  urinary  disinfectants  were 
used:  urotropin,  methylene  blue  and  salol.  Photographic 
reproductions  and  tables  are  appended.    He  concludes: 

( 1 )  The  administration  of  urotropin,  methylene  blue  and 
salol  renders  the  urine  of  patients  inhibitive  of  the  growth  of 
the  staphylococcus  pyrogenes,  streptococcus  pyrogenes,  B. 
typhosus,  B.  coli  communis  and  B.  proteus  vulgaris. 

(2)  Urotropin  and  methylene  blue  are  more  markedly  effi- 
cacious as  regards  this  inhibitive  power  than  salol;  and  the 
choice  between  the  former  two  lies  with  the  first. 

(3)  The  effect  of  these  drugs  is  expressed  in  inhibition  of 
bacterial  development  rather  than  in  destruction  of  bacterial 
life.  They  retard,  but  do  not  necessarily  kill,  render  urine  an 
uncongenial  medium  for  growth,  but  not  an  environment  ne- 
cessitating death. 

(4)  The  effect  of  these  drugs  is  weakest  in  the  case  of  the 
staphylococcus  pyogenes  and  strongest  in  the  case  of  the  B. 
typhosus  and  streptococcus  pyogenes. 

Modification  of  the  Original  Wasserman  Test  for 
Syphilis  is  published  by  Bauer  in  the  Deutsche  Medizinische 
Wochenschrift.  The  requisites  of  the  test  are,  besides  the  serum 
of  the  suspected  individual,  some  normal  human  serum;  an 
alcohol  extract  of  the  liver  of  a  syphilitic  foetus  or  infant; 
fresh  guinea-pig  serum;  and  a  suspension  in  saline  solution  of 
sheep's  blood  corpuscles.  The  two  human  sera  are  first  heated 
to  5 6°  C,  and  then  four  small  test-tubes  are  prepared  in  the 
following  way.  One  contains  the  patient's  serum  with  five 
times  the  quantity  of  liver  extract  and  of  the  guinea-pig  serum: 
the  second  has  normal  saline  solution  substituted  for  liver  ex- 
tract, and  the  third  and  fourth  resemble  the  first  two,  but  con- 
tain normal  instead  of  suspected  serum.  After  incubation  at 
blood  temperature  for  an  hour  the  sheep's  blood  suspension  is 
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added  to  each.  Haemolysis  occurs  in  the  third  and  fourth,  and 
more  slowly  in  the  second;  whereas,  if  the  patient  is  infected 
with  syphilis,  the  first  tube  shows  no  haemolysis.  One  of  the 
problems  connected  with  these  serological  tests  for  syphilis  is 
to  determine  precisely  at  what  interval  after  the  incubation  of 
the  disease  the  serum  reaction  makes  its  appearance.  On  the 
analogy  of  the  Widal  test  for  typhoid  fever  some  such  latent 
period  would  be  expected,  and  the  point  is  one  whose  elucida- 
tion will  be  observed  with  interest.  The  claims  that  have  been 
made  on  behalf  of  the  infallibility  of  the  Wassermann  reaction 
have  been  great,  but  if  extended  research  really  proves  that  the 
method  gives  absolute  assurance  whether  a  patient  does  or  does 
not  harbour  the  virus  of  syphilis  within  him,  it  is  difficult  to 
name  a  more  important  recent  bacteriological  research.  As 
yet,  however,  experts  seem  chary  of  committing  themselves 
quite  as  far  as  this,  and  rightly  so  until  more  work  has  been 
done. —  The  Hospital. 

Venereal  Diseases  and  Marriage — Scholtz  (Mon- 
atsschrift  f.  Geburtsh.  it.  Gyn.,  1908,  No.  2)  concludes 
as  follows,  as  regards  the  extent  of  damage  produced 
by  venereal  disease,  and  as  regards  the  conditions  in  which 
marriage  may  be  sanctioned  in  the  case  of  a  patient  with  ven- 
ereal infection.  Women  but  seldom  bring  venereal  infection 
into  the  marriage  relation.  Accordinging  to  Fournier,  the  in- 
fection was  brought  by  the  woman  in  13  cases,  and  by  the  man 
in  487  cases,  out  of  500  marriages.  From  the  statistics  of 
Fournier,  it  appears  that  a  syphilitic  may  marry  not  sooner  than 
five  years  after  infection.  The  possibility  of  infection  may  be 
figured  as  7^  per  cent,  in  the  first  three  years,  and  as  10  per 
cent,  after  five  years.  Transmission  of  infection  to  the  off- 
spring took  place  in  46  per  cent,  of  cases  of  syphilis  in  the 
private  practice  of  Fournier,  and  in  90  per  cent,  in  the  general 
practice  among  the  poorer  classes,  according  to  Le  Pileur  and 
Cossin. 

Gonorrhea  is  even  more  important  in  respect  to  marriage. 
Infection  of  the  wife  takes  place  in  4.21;  per  cent,  of  all  mar- 
riages of  gonorrheal  men.    As  regards  the  time  when  marriage 
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may  be  allowed,  the  author  concludes  that  in  syphilis  six  years 
should  be  allowed  to  elapse  after  the  infection,  and  that  the 
earliest  time  when  marriage  may  be  allowed  should  be  five 
years.  A  prophylactic  course  of  inunctions  should  be  taken  by 
the  patient  before  marriage.  In  gonorrhea,  marriage  should  be 
sanctioned  only  when  all  clinical  symptoms  are  absent  and  when 
chemical  and  mechanical  irritants  no  longer  bring  out  any  gono- 
cocci.    Shreds,  however,  are  usually  harmless. 

PROSTATISM — In  a  paper  with  the  above  title  Dr.  Louis 
Frank  of  Louisville,  Ky.  (Louisville  Jour.  Med.  and  Surg., 
May,  1909),  reaches  the  following  conclusions: 

First,  that  in  our  opinion  every  prostatic,  just  as  soon  as  the 
continuous  use  of  the  catheter  becomes  necessary,  should  be 
subjected  to  total  enucleation. 

Second,  that  the  operation  should  be  made  one  of  choice  and 
election. 

Third,  that  should  this  be  done  mortality  becomes  practically 
nil. 

Fourth,  that  the  operation  of  choice  with  the  greatest  ad- 
vantages, most  rapid  of  execution,  and  consequently  safer,  is 
the  supra-public. 

Fifth,  that  the  perineal  operation  is  followed  by  many  disa- 
greeable sequelae,  and  in  a  given  series  of  patients  does  not 
yield  such  perfect  functional  and  remote  cures. 

Sixth,  that  the  perineal  operation  should  be  reserved  for 
those  cases  not  suitable  for  the  supra-public  method. 

Suprapubic  Prostatectomy — Dr.  W.  B.  Clarke  considers 
(Clinical  Journal,  J.  A.M.  A.)  the  suprapubic  operation  des- 
tined to  supersede  the  perineal,  because  it  embodies  a  great 
surgical  principle,  namely,  "  see  what  you  are  about  and  don't 
be  content  with  feeling  that  which  it  is  quite  possible  to  see." 
He  describes  the  technic  of  the  operation,  and  says  that  he  has 
purposely  refrained  from  alluding  to  the  time-honored  cus- 
tom of  rectal  examination  in  cases  of  prostatic  enlargement, 
because  it  most  instances  it  is  absolutely  useless.  "What  you 
want  to  determine  is  how  far  the  urinary  outflow  is  obstructed 
and  this  can  only  be  discovered  by  the  passage  of  a  catheter; 
the  size  of  the  prostate  is  no  gauge  of  its  obstructive  power." 
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TOTAL    ENUCLEATION    OF    THE  ENLARGED 
PROSTATE;  WITH  A  REVIEW  OF  600 
CASES  OF  THE  OPERATION 

By  P.  J.  Freyer,  M.  A.,  M.  D.,  M.  Ch. 

Late  Lieut.  Colonel  I.  M.  S.    Surgeon  to  St.  Peter's  Hospital,  London,  Consult- 
ing Surgeon  to  Queen  Alexandra's  Military  Hospital. 

MY  operation  of  total  enucleation  of  the  prostate  for 
radical  cure  of  enlargement  of  that  organ  was  first 
placed  before  the  profession  at  large  in  the  British 
Medical  Journal  (July  20,  1901).  In  addition  to  a  full  de- 
scription of  the  operation  I  then  gave  details  of  four  successful 
cases,  the  first  of  which  had  been  performed  on  December  I, 
1900.  I  have  now  completed  more  than  600  cases  of  the 
operation,  details  of  several  hundred  of  which  have  already 
been  published. 

A  brief  description  of  the  anatomical  and  pathological 
considerations  on  which  my  operation  is  based  is  necessary  for 
a  clear  comprehension  of  the  details  of  the  procedure. 

Examination  of  the  specimens  removed  in  these  operations 
have  thrown  an  entirely  new  light  on  the  anatomy  of  the 
prostate  and  its  relations  to  the  surrounding  structures,  and 
proves  that  the  descriptions  contained  in  the  anatomical  text 
books  generally  were  incomplete  and  erroneous  in  treating  that 
organ  as  a  single  body  with  a  canal  tunnelled  through  it  in  the 
form  of  the  prostatic  urethra. 

The  prostate  is  in  reality  composed  of  twin  organs,  which 
in  some  of  the  lower  animals  remain  distinct  and  separate 
throughout  life,  as  they  exist  in  the  human  male  during  the  first 
four  months  of  fetal  existence.    About  that  period  in  the 

Presented  to  the  Section  of  Urology  of  the  XVI  International  Medical  Congress 
held  at  Budapest,  Aug.  29-Sept.  4,  1909. 
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human  fetus  they  approach  each  other,  and  their  inner  aspects 
become  agglutinated  together,  except  along  the  course  of  the 
urethra,  which  they  encircle  in  their  embrace. 

These  two  glandular  organs,  which  constitute  the  lateral 
lobes  of  the  prostate,  though  welded  together,  as  it  were,  to 
form  one  mass,  remain,  so  far  as  their  secreting  functions 
are  concerned,  distinct,  their  respective  gland-ducts  opening 
into  the  urethra  on  either  side  of  the  veru-montanum. 

Each  of  these  two  glandular  bodies,  or  prostates,  is 
enveloped  by  a  strong  fibro-muscular  capsule,  and  it  is  these 
capsules — less  those  portions  of  them  that  dip  inwards,  cover- 
ing the  opposing  aspects  of  the  glandular  bodies  or  lobes,  and 
thus  disappearing  from  view,  being  embedded  in  the  substance 
of  the  prostatic  mass — that  constitute  the  true  capsule  of  the 
prostate  regarded  as  a  whole.  This  capsule  extends  over  the 
entire  organ  except  along  the  anterior  and  posterior  commis- 
sures, or  bridges  of  tissue  that  unite  the  lateral  lobes  in  front 
of  and  behind  the  urethra,  thus  filling  in  the  gaps  between  them. 
This  capsule  is  intimately  connected  with — in  fact  forms  part 
of — the  prostatic  mass,  and  is  incapable  of  being  removed  from 
it  even  by  dissection. 

The  urethra,  accompanied  by  its  surrounding  structures, 
viz.,  its  longitudinal  and  circular  coats  of  muscles  continued 
downwards  from  the  bladder,  its  vessels  and  nerves, — passes 
downwards  and  forward  between,  and  is  embraced  by,  the 
inner  aspects  of  the  two  glands  or  lobes. 

The  ejaculatory  ducts  enter  the  prostatic  mass  close  to- 
gether in  an  interlobular  depression  at  the  upper  part  of  its 
posterior  aspect,  each  duct  coursing  along  the  inner  aspect  of 
the  corresponding  lobe.  They  do  not  penetrate  the  capsules 
of  the  lobes,  but  pass  forward  in  the  interlobular  tissue  to 
open  into  the  urethra. 

The  prostate  thus  constituted  and  enveloped  by  its  true 
capsule  is  further  encased  in  a  second  capsule,  or  sheath, 
formed  mainly  by  the  recto-vesical  fascia.  Embedded  in  this 
sheath  lies  the  prostatic  plexus  of  veins,  most  marked  in  front 
and  on  the  sides  of  the  prostate. 
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There  is  nothing  that  illustrates  more  simply  and  for- 
cibly the  composition  of  the  prostate  and  its  coverings  than 
an  orange.  If  we  imagine  the  edible  portion  of  an  orange 
composed  of  two  segments  only,  instead  of  several,  with  the 
septum  between  them  placed  vertically,  we  have  a  rough  and 
homely  illustration  of  the  formation  of  the  prostate.  The 
strong  fibrous  tissue  which  covers  the  segments  of  an  orange 
and  which  is  intimately  connected  with  the  pulp,  represents 
the  true  capsule  of  the  prostate,  the  two  segments  or  halves 
of  the  orange  representing  its  two  lobes.  Further,  the  rind 
represents  the  sheath  formed  by  the  recto-vesical  fascia. 

And  here  let  me  remark  that  in  the  operation  about  to 
be  described  it  is  this  inner  or  true  capsule  that  is  removed, 
the  outer  capsule,  or  sheath,  containing  the  prostatic  plexus 
of  veins,  being  left  behind,  thus  preventing  infiltration  of 
urine  into  the  cellular  tissues  of  the  pelvis.  The  old  text- 
books drew  no  distinction  between  the  two  separate  coverings 
of  the  prostate,  treating  them  both  combined,  or  the  outer 
one  only,  as  "  the  capsule."  To  persons  brought  up  in  this 
school  of  thought  and  teaching  my  operation  must  necessarily 
at  first  sight  appear  impossible. 

In  most,  if  not  all,  cases  of  enlargement  of  the  prostate 
of  declining  life  (cancer  being  excluded)  the  overgrowth  is 
adenomatous,  numerous  encapsuled  adenomatous  tumors  being 
found  embedded  in  the  substance  of  the  lobes,  and  frequently 
protruding  on  their  surfaces.  They  sometimes  assume  the 
form  of  polypoid  outgrowths,  which,  however,  are  invariably 
enclosed  within  the  true  capsule,  which  is  pushed  before  them. 

As  the  lobes  enlarge  they  bulge  out  and.  have  a  tendency 
to  become  more  defined  and  isolated,  thus  recalling  their 
separate  existence  in  early  fetal  life.  They  become  more 
loosely  attached  along  their  commissures  (particularly  the 
anterior  one),  and  in  the  course  of  this  change  the  urethra 
with  its  accompanying  structures  is  loosened  from  its  close 
attachment  to  the  inner  surfaces  of  the  lobes,  particularly  in 
front  of  the  verumontanum,  thus  facilitating  its  being  detached 
and  largely  left  behind  in  the  removal  of  the  prostate  as  will 
presently  appear. 
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In  the  earlier  stages  of  the  adenomatous  overgrowth  the 
enlargement  is  probably  mainly  extra-vesical.  Its  expansion  in 
this  direction  is,  however,  limited,  particularly  by  the  triangu- 
lar ligament  below.  As  the  enlargement  progresses  it  advances 
in  the  direction  of  least  'resistance — namely,  upwards  into 
the  bladder.  The  sheath  of  the  upper  aspect  of  the  prostate 
is  incomplete,  and  the  prostate  insinuates  itself  through  this 
opening  into  the  bladder,  and,  the  inner  layer  of  the  bladder 
muscle  becoming  thinner  and  thinner  from  pressure  of  the 
outgrowth,  the  prostate  in  this  direction  is  eventually  covered 
only  by  mucous  membrane. 

In  most  of  the  specimens  of  enlarged  prostate  removed 
by  me  a  well  defined  circular  groove  is  noticeable  at  the  junc- 
tion of  the  intro-  and  extra-vesical  portions.  This  groove  is 
caused  by  the  constriction  of  the  growth  by  the  sharply  defined 
edges  of  the  sheath  and  by  the  sphincter  muscle. 

The  shape  of  the  outgrowth  in  the  bladder  appears  to  be 
mainly  influenced  by  the  conformation  of  the  sheath  superiorly, 
and,  as  pointed  out  by  Mr.  Thomson  Walker,  by  the  two 
strong  muscular  bands  found  in  the  inner  layer  of  the  bladder 
muscle  which  are  continued  downwards  from  the  ureters  and, 
converging,  pass  into  the  floor  of  the  urethra.  Sometimes  this 
outgrowth  assumes  the  form  commonly  known  as  a  middle 
lobe,  which,  as  can  be  seen  from  the  specimens,  is  not  a  middle 
lobe  at  all — there  being  no  such  structure  in  the  normal  pros- 
tate, as  pointed  out  by  Sir  Henry  Tompson  nearly  fifty  years 
ago — but  an  outgrowth  from  one  or  both  of  the  lateral  lobes. 
More  frequently  there  is  a  protrusion  of  each  lateral  lobe  into 
the  bladder,  and  this  may  advance  to  such  an  extent  that  one- 
half,  or  even  more,  of  the  bulk  of  the  enlarged  prostate  may  lie 
in  this  viscus. 

These,  then,  are  the  anatomical  and  pathological  con- 
siderations on  which  my  operation  is  based. 

The  Operation. 

The  pubes  having  been  previously  shaved  and  the  parts 
purified,  an  anesthetic  is  administered  and  suprapubic  cystotomy 
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performed.  The  bladder  is  thoroughly  washed  out  with  an 
antiseptic  lotion  in  the  first  instance,  the  catheter  used  for  this 
purpose  being  made  of  stiff  gum-elastic  and  of  the  largest  size 
that  the  urethra  will  readily  admit.  The  bladder  is  then  dis- 
tended with  lotion  and  the  catheter  left  in  situ.  An  incision 
varying  in  length  from  2^  to  3?  inches,  according  to  the  stout- 
ness of  the  patient  and  the  previously  estimated  size  of  the 
prostate,  is  made  in  the  median  line  of  the  abdomen,  its  lower 
end  reaching  to  the  level  of  the  pubic  arch.  This  incision  is 
rapidly  carried  down  through  or  between  the  recti  muscles  till 
the  prevesical  space  is  opened.  Any  bleeding  vessels  being 
clamped  by  catch-forceps,  the  forefinger  is  introduced  into  the 
lower  angle  of  the  wound  and  the  prevesical  fat  scraped  up- 
wards off  the  bladder  by  the  finger-nail  for  the  whole  length 
of  the  wound.  The  peritoneum,  which  should  not  be  seen,  is 
thus  pushed  upwards  out  of  harm's  way,  and  the  bladder  ap- 
pears deeply  in  the  wound,  quite  tense,  glistening,  and  of  a  pale 
white  color,  with  large  and  tortuous  veins  coursing  in  its  sub- 
stance. Selecting  an  area  devoid  of  veins,  the  point  of  the 
scalpel  is  plunged  boldly  into  the  bladder  and  an  incision  about 
an  inch  long  is  made  in  the  vertical  direction  towards  the 
symphisis.  The  wound  in  the  bladder  can  be  enlarged  sub- 
sequently if  necessary;  and  this  is  best  effected — as  being  at- 
tended by  least  bleeding — by  separating  two  fingers  placed  in 
the  wound  and  tearing  the  bladder  wall  to  the  required  extent. 
On  withdrawal  of  the  scalpel  the  forefinger  is  introduced  into 
the  bladder  as  the  lotion  rushes  out  through  the  wound,  and  a 
general  survey  of  the  viscus  is  made.  Should  calculi  be  present 
they  are  forthwith  removed  by  forceps  or  scoop. 

The  forefinger  of  the  other  hand  is  now  introduced  into 
the  rectum,  to  render  the  prostate  prominent  in  the  bladder  and 
to  keep  it  fixed  during  the  manipulation  by  the  finger  in  the 
bladder.  The  mucous  membrane  over  the  most  prominent  por- 
tion of  one  lateral  lobe  (or  over  the  so-called  "  middle  "  lobe  if 
there  be  but  one  prominence)  is  scored  through  by  the  finger- 
nail and  gradually  detached  by  it  from  the  lobe.  The  other 
lobe  is  similarly  attacked  and  laid  bare  of  mucous  membrane. 
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As  I  have  already  explained,  the  portion  of  the  enlarged 
prostate  prominent  in  the  bladder  is  covered  merely  by  mu- 
cous membrane,  so  that  when  this  latter  is  scraped  through 
and  detached  the  true  capsule  of  the  prostate  is  at  once  reached. 

Keeping  the  point  of  the  finger  in  close  contact  with  the 
capsule,  the  enucleation  of  the  prostate  out  of  the  enveloping 
sheath  outside  the  bladder  is  proceeded  with,  by  insinuating 
the  finger  tip  in  succession  behind,  outside,  and  in  front  of 
one  lateral  lobe,  thus  gradually  separating  the  capsule  from 
the  sheath.  The  finger  is  successively  swept  in  semicircular 
fashion  from  behind  to  the  front  of  the  lobe  till  the  triangu- 
lar ligament  is  reached.  The  other  lobe  is  similarly  detached 
from  the  sheath,  the  finger  completely  sweeping  round  the 
vesical  end  of  the  prostate.  During  the  course  of  these  mani- 
pulations it  will  be  found  that,  as  a  rule,  the  anterior  com- 
missure of  the  prostate  will  have  opened  out;  indeed,  in  a 
large  proportion  of  cases  it  will  have  already  opened  out  in 
the  course  of  the  prostatic  enlargement,  the  prostatic  urethra 
assuming  the  form  of  a  deep  furrow  rather  than  a  tube.  The 
finger  is  then  passed  down  deeply  behind  the  gland,  and  first 
one  lobe  and  then  the  other  detached  with  ease  from  the 
triangular  ligament.  The  prostate  now  lies  loosely  in  the 
sheath,  hanging  on  merely  by  the  urethra  and  the  ejaculatory 
ducts.  During  the  course  of  the  enucleation  the  urethra  ante- 
rior to  the  verumontanum  becomes  detached  from  the  lobes 
so  that  the  finger  point  can  be  inserted  between  the  urethra 
and  the  lobes  on  either  side.  If  the  tip  of  the  finger  now  be 
placed  behind  the  prostate  in  the  middle  line  above  the  ejacu- 
latory ducts  and  the  prostate  be  propelled  upwards  into  the 
bladder  by  the  finger  in  the  rectum,  the  urethra  will  be  found 
to  snap  across  at  the  verumontanum,  leaving  the  ejaculatory 
ducts,  as  a  rule,  adherent  to  the  anterior  portion  of  the  pros- 
tatic urethra  that  is  left  behind. 

The  prostate  which  now  lies  free  in  the  bladder,  is  with- 
drawn by  strong  forceps  through  the  suprapubic  wound.  And 
here  I  may  remark  that  it  is  astonishing  through  what  a  com- 
paratively small  wound  a  very  large  prostate  can  be  delivered 
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owing  to  the  elasticity  and  compressibility  between  the  blades 
of  the  forceps  of  the  adenomatous  growth.  In  the  vast  major- 
ity of  cases  the  prostate  has  opened  out  like  an  oyster  along  its 
anterior  commissure  in  the  course  of  the  enucleation.  The 
forceps  should  be  applied  to  one  of  the  lobes  which  is  with- 
drawn through  the  wound,  the  other  lobe  following.  In  this 
manner  the  prostrate  is  delivered  through  a  wound  in  the  blad- 
der one-half  the  size  that  would  otherwise  be  necessary. 

When  I  first  conceived  the  possibility  of  removing  the 
whole  prostate,  my  ideal  operation  consisted  in  enucleating 
the  enlarged  gland  entire  in  its  capsule  out  of  the  enveloping 
sheath  leaving  the  urethra  behind;  and  this  was  the  proce- 
dure attempted  in  my  earlier  cases.  An  accident  which  oc- 
curred during  the  operation  on  my  eighth  case  had,  however, 
the  effect  of  modifying  my  views  in  this  respect.  In  that  case 
though  the  urethra  was  undesignedly  torn  across  no  untoward 
result  ensued,  the  patient  making  a  through  recovery  and 
living  for  six  years  untroubled  by  any  urinary  symptoms.  Fur- 
ther experience  taught  me  that  the  prostatic  urethra  may  be 
removed  in  part,  or  even  entire,  with  the  gland  with  impu- 
nity. The  excellent  results  obtained  by  the  operation  above 
described  have  long  since  convinced  me  that  no  advantage 
is  to  be  gained  by  leaving  the  vesical  end  of  the  urethra 
behind.  In  a  large  proportion  of  cases  of  enlarged  prostate 
this  vesical  end  of  the  urethra  is  widely  dilated,  being  trum- 
pet-shaped, gutter-shaped,  or  distorted  out  of  any  shape  re- 
sembling a  more  or  less  circular  tube  as  in  the  normal  pros- 
tatic urethra.  Even  when  left  behind  I  always  had  my  doubts 
as  to  its  ultimate  fate  in  most  instances.  The  probability  is 
that,  through  want  of  support  and  adequate  blood  supply,  it 
sloughed  in  large  part  and  came  away  in  the  washings  during 
the  after  treatment. 

Examination  of  the  prostates  which,  in  removal,  have 
opened  along  the  anterior  commissure — to  which  category 
the  great  majority  belong — shows  that  the  dilated  portion  of 
the  prostatic  urethra — viz.,  that  portion  lying  beween  he  veru- 
montanum  and  the  vesical  outlet,  has  come  away  with  the  pros- 
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tate,  the  urethra  in  front  of  this,  which  is  loosely  attached  to 
the  lateral  lobes,  being  left  behind. 

No  cutting  instrument  is  necessary  or  desirable  for  incis- 
ing the  mucous  membrane  over  the  prostate,  the  finger-nail 
alone  being  most  convenient  and  expeditious.  Besides,  if  scis- 
sors or  scalpel  be  employed  there  is  danger  of  cutting  through 
the  capsule,  and,  the  guiding  line  being  lost,  the  finger  floun- 
ders about  inside,  enucleating  isolated  adenomatous  tumors  in- 
stead of  the  organ  entire  in  its  capsule. 

With  the  delivery  of  the  prostate  from  the  bladder  the 
essential  part  of  the  operation  is  completed. 

The  forefinger  of  one  hand  is  reintroduced  into  the  bladder 
forthwith,  and  that  of  the  other  hand  into  the  rectum.  The 
opposing  surfaces  of  the  cavity  from  which  the  prostate  has 
been  enucleated  are  then  pressed  together  all  round  the  vesi- 
cal orifice  between  the  tips  of  the  fingers.  By  thoroughly 
kneading  the  opposed  surfaces  together  in  this  manner  the 
contraction  of  the  cavity  is  facilitated,  and  hemorrhage  is  thus 
arrested,  as  when  a  dentist  presses  the  gum  after  the  extraction 
of  a  tooth,  or  the  accoucher  the  flaccid  womb  after  parturition, 
with  a  similar  object  in  view. 

The  bladder  is  then  irrigated  with  hot  boracic  lotion 
(temperature  about  110  F.)  through  the  catheter  still  in  situ, 
for  the  purpose  of  removing  clots,  and,  further  to  check  bleed- 
ing. This  process  should  not,  however,  be  continued  for  more 
that  a  minute  or  two,  as  I  find  from  experience  that  these 
irrigations  not  infrequently  promote  bleeding  instead  of  dimin- 
ishing it,  if  continued  too  long. 

The  bladder  having  been  cleared  of  clots  a  stout  india- 
rubber  drainage  tube  is  introduced  through  the  suprapubic 
wound.  The  dimensions  and  management  of  this  tube  are  of 
the  utmost  importance  in  the  after-treatment.  I  now  employ 
a  tube  seven-eighths  inch  in  diameter  with  a  lumen  of  five- 
eighths  inch.  Two  large  perforations  or  eyes  are  made  near 
the  vesical  end  of  this  tube  on  opposite  sides  of  it.  Only  about 
an  inch  of  the  tube  should  project  in  the  bladder,  just  sufficient 
for  the  side  openings  to  lie  completely  within  its  cavity.  When 
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the  bladder  is  allowed  to  contract  the  tube  is  gripped  by  it,  so 
that  the  whole  of  the  urine  escapes  through  the  tube.  On  no 
account  should  the  tube  be  inserted  into  the  prostatic  cavity, 
our  object  being  by  every  means  to  facilitate  the  contraction 
of  this  cavity. 

The  edges  of  the  parietal  wound  are  now  brought  to- 
gether above  the  tube  by  silkworm  gut  sutures,  one  or  two  of 
which  should  pass  deeply  through  the  recti  muscles.  Buried 
sutures  should  not  be  employed  as  they  are  certain  to  be  in- 
fected by  the  urine.  The  tube  is  retained  in  position  by  sutur- 
ing it  to  the  skin  on  either  side.  These  latter  sutures  may  be 
removed  in  forty-eight  hours,  the  tube  being  then  retained  by 
the  grip  of  the  bladder. 

A  couple  of  inches  of  idioform  gauze  tape  is  inserted 
in  the  angles  of  the  wound  above  and  below  the  tube  for 
the  purpose  of  preventing  the  accumulation  of  fluids  in  the 
pre-vesical  space.  The  wound  is  covered  with  cyanide  of  zinc 
gauze  and  the  patient  deeply  swathed  in  absorbent  dressings 
applied  to  the  front,  sides,  and  back  and  kept  in  position  by 
a  manytailed  bandage.  Cotton  wool,  woodwool  tissue,  or 
cellulose  may  be  employed.  The  last  is  the  most  absorbent 
and  keeps  the  patient  driest,  but  a  thin  layer  of  cotton  wool 
should  be  placed  between  it  and  the  skin,  as  the  cellulose  when 
wet  forms  a  pulp  and  adheres  to  the  skin,  inducing  a  cold 
clammy  feeling. 

Space  will  not  admit  of  my  going  into  details  of  the 
after-treatment  which  would  form  the  subject  for  a  paper  in 
itself.  The  dressings  are  changed  every  four  to  six  hours  when 
saturated  with  urine.  The  bladder  is  irrigated  twice  daily 
through  the  tube  first  and,  when  this  is  removed,  through  the 
wound.  The  large  tube  is  removed  after  four  days,  but  before 
doing  so  a  small  tube  is  introduced  through  its  lumen  and 
left  in  till  the  tenth  or  twelfth  day.  After  this  period  a  full 
sized  rubber  or  gum  elastic  catheter  is  passed  through  the 
urethra  daily  till  the  suprapubic  wound  completely  closes,  and 
the  bladder  is  irrigated  in  this  way.  But  on  no  account  should 
a  catheter  be  tied  in  after  the  operation.    The  suprapubic 
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wound  as  a  rule  completely  closes  in  from  a  fortnight  to  three 
weeks,  when  the  patient  passes  the  urine  naturally,  without  the 
use  of  a  catheter. 

Results  from  the  Operation. 

I  have  now  completed  600  cases  of  the  operation  of  total 
enucleation  of  the  prostate  for  enlargement  of  that  organ,  the 
patients  varying  in  age  from  48  to  89  years  with  an  average 
age  of  680  years.  There  were  47  octogenarians  between  the 
ages  of  80  and  89  and  7  patients  aged  79  years.  The  pros- 
tates ranged  from  one-half  to  165  ounces  with  an  average 
weight  of  about  %\  ounces.  The  great  majority  of  the  patients 
had  been  entirely  dependent  on  the  catheter  for  periods  varying 
up  to  24  years.  Nearly  all  were  in  broken  health,  and  many 
apparently  dying  before  operation.  Existence  was  simply  in- 
tolerable to  most  of  them.  Few  were  free  from  one  or  more 
grave  complications,  such  as  cystitis,  stone  in  the  bladder, 
pyelitis,  kidney  disease,  diabetes,  heart  disease,  chronic  bron- 
chitis, paralysis,  hernia;  and  in  a  few  instances  there  was 
malignant  disease  of  some  other  organ  than  the  prostate. 
Such  were  the  unfavorable  circumstances  under  which  the 
operation  was  undertaken. 

In  connection  with  these  600  operations  there  were  37 
deaths  in  periods  ranging  from  6  hours  to  37  days  after  the 
operation,  or  a  mortality  of  6.15  per  cent.  The  mortality  has 
been  steadily  decreasing  from  10  per  cent,  in  the  first  100  cases 
to  4  per  cent,  in  the  last. 

The  causes  of  death  were:  uraemic  symptoms  due  to 
chronic  kidney  disease,  16;  heart  failure,  6;  septicaemia,  2; 
shock,  3;  exhaustion  (kidneys  much  diseased),  1;  mania 
(hereditary  in  1 ) ,  2  ;  malignant  disease  of  liver,  2 ;  heat  srtoke, 
1  ;  pneumonia,  1 ;  acute  bronchitis,  1 ;  pulmonary  embolism,  1 ; 
and  cerebral  hemorrhage  with  paralysis,  1. 

Though  all  these  details  are  accepted  in  connection  with 
the  operation,  in  not  more  than  half  the  number  can  the  fatal 
result  be  attributed  thereto,  the  remaining  deaths  being  due  to 
disease  incident  to  old  age  and  unconnected  with  the  operation. 


DIAGNOSIS  OF  KIDNEY  DISEASES  281 


In  108  cases  vesical  calculi  were  removed  at  the  same 
time;  but  all  the  deaths  in  these  cases  are  accepted  in  con- 
nection with  the  prostatectomy,  none  being  put  down  to  the 
suprapubic  lithotomy  involved. 

When  I  speak  of  success  attending  the  operation  I  mean 
an  absolute  and  complete  success,  the  patient  regaining  the 
power  of  retaining  and  passing  his  urine  naturally,  without 
the  aid  of  a  catheter,  as  well  as  he  ever  did.  There  is  no 
relapse  of  the  symptoms,  no  contraction  at  the  seat  of  opera- 
tion leading  to  stricture,  and  no  fistula  remaining.  Further, 
there  is  no  diminution  in  the  sexual  power  after  the  operation. 

Contributed  by  the  Author  to  The  American  Journal  of  Urology. 

THE   PRINCIPLES   UNDERLYING  THE  NEWER 
METHODS  IN  THE  DIAGNOSIS  OF 
KIDNEY  DISEASES 

By  James  Robertson.  Ch.M.,  M.  D. 
Late  House  Surgeon  and  House  Physician,  Aberdeen  Royal  Infirmary,  etc. 

BY  the  theory  of  osmosis  of  fluids,     the  osmotic  pressure 
is  proportional  to  the  molecular  concentration.  The 
molecular  concentration  can  be  measured  by  the  freez- 
ing of  that  fluid.    The  greater  the  molecular  concentration  the 
lower  the  freezing-point. 

One  degree  of  lowering  of  the  freezing-point  corresponds 
to  12.07  atmospheres  of  osmotic  pressure. 

Dresser  {Archives  f.  experimental  Path,  and  Pharmacol., 
29  Bd.,  1892)  brought  forward  the  theory  that  work  done  by 
the  kidneys  could  be  estimated  by  contrasting  the  molecular 
concentration  of  the  blood  and  that  of  the  urine.  The  epithe- 
lium of  the  glomeruli  and  of  the  convoluted  tubules  is  consid- 
ered as  a  permeable  animal  membrane  which  behaves  as  other 
animal  membranes  are  known  to  do  with  regard  to  fluids  to 
different  molecular  concentrations,  viz.,  that  fluids  from  either 
side  pass  through  and  through  until  the  molecular  concentration 

Pongathesis  for  which  the  author  received  the  degree  Ch.M.  cum  honore. 
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is  the  same  on  both  sides,  and  further,  that  if  the  fluid  of  less 
molecular  concentration  is  prevented  from  gaining  concentra- 
tion by  being  continually  removed,  the  salts  of  the  highly  con- 
centrated fluid  are  ultimately  exhausted. 

In  the  kidneys  it  seems  reasonable  enough  to  suppose  that 
we  have  all  the  circumstances  present  which  constitute  an  os- 
motic installation  so  to  speak,  the  blood  being  separated  from 
the  urine  by  a  thin  permeable  animal  membrane.  Given  a 
selective  function  of  the  kidney  we  can  understand  how  the 
excretable  molecules  of  the  blood  are  removed.  The  contents 
of  the  convoluted  tubules  are  constantly  draining  away,  and  a 
constant  supply  of  water  comes  from  the  glomeruli,  into  which 
"  osmoses  "  the  urea  and  urates  of  the  convoluted  tubules. 

The  nearer  the  molecular  concentration  approaches  its  nor- 
mal proportion  to  that  of  the  blood  the  better  are  the  kidneys 
performing  their  function.  A  reabsorbing  faculty  of  the  urin- 
ary system  for  water,  as  well  as  a  selective  faculty  has  also  to  be 
granted,  for  the  molecular  concentration  of  urine  is  higher 
than  that  of  blood. 

It  is  known  that  this  process  of  osmosis  is  liable  to  all  sorts 
of  variations  according  to  the  width  of  the  pores  of  the  mem- 
brane and  the  relative  pressure  on  the  two  sides.  It  is  also 
influenced  by  the  nervous  system.  Circumstances  which  reduce 
the  molecular  concentration  of  urine  may  do  so  by  narrowing 
the  pores  of  the  tubules,  varying  the  pressure  between  the  two 
sides  of  the  membrane,  by  nervous  action,  or  by  altering  the 
supply  of  water  coming  from  the  glomeruli. 

If  then  we  can  estimate  the  difference  between  the  freez- 
ing-point of  the  urine  and  that  of  the  blood,  we  know,  by  com- 
paring them,  how  the  kidneys  are  doing  their  work. 

It  was  suggested  by  Koranyi  in  1897  tnat  tne  freezing- 
point  of  urine  alone  be  taken  without  that  of  the  blood,  and 
that  if  it  was  found  higher  than,  a  certain  degree  then  opera- 
tion was  contra-indicated,  for  the  excretion  of  refuse  from  the 
body  was  not  active  enough  to  stand  the  extra  strain.  As, 
however,  the  freezing-point  of  the  blood  and  the  urine  varies 
according  to  the  diet  and  the  perspiration,  etc.,  the  freezing- 
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point  of  urine,  without  that  of  blood  for  comparison,  was  con- 
sidered valueless.  It  was  argued  that  if  little  proteid  were 
ingested  then  the  urea  and  the  urine  must  necessarily  diminish 
even  in  the  absence  of  any  kidney  lesion. 

The  molecular  concentration  of  the  blood  alone  has  been 
taken  as  evidence  of  the  excretory  powers  of  the  body.  Cases 
have  been  published  which  argue  both  for  and  against  the  value 
of  this.  Professor  Ogston  in  1901  published  a  dozen  cases  in 
the  Lancet  where  it  was  of  value.  Rovsing  of  Copenhagen 
published  some  cases  in  1905  where  it  was  found  misleading. 
The  first  case  was  one  of  double  kidney  stone  in  which  the 
phloridzin  method  showed  the  insufficiency  of  both  kidneys. 
The  freezing-point  of  the  blood  was  minus  .565.  Double 
nephrotomy  was  done,  followed  by  death  in  fourteen  hours 
from  uraemic  coma.  Another  case,  in  which  the  autopsy  re- 
vealed tuberculosis  of  both  kidneys,  and  a  third  with  pyo- 
nephrosis and  calculous  anuria,  then  three  of  Bright's  Disease, 
in  all  of  which  the  blood  freezing-point  was  between  — .55  and 
— -57°,  were  described. 

Where  one  kidney  is  diseased  only,  it  seems  quite  likely 
that  little  change  will  take  place  in  the  freezing-point  of  blood, 
for  the  healthy  kidney  may  be  doing  the  work  of  both.  But 
when  no  change  occurs  in  the  blood,  even  in  the  presence  of 
double  kidney  disease,  it  argues  badly  for  the  use  of  the  freez- 
ing-point in  diagnosis.  One  can  only  suppose  that  the  bowels 
and  skin  are  making  up  for  the  deficiency  of  the  kidneys. 

Where  molecular  concentration  of  urine  becomes  of  real 
value  is  where  observations  of  it  are  made  under  varying 
dietetic  conditions  of  the  patient.  This  was  first  started  in 
1906  by  Ekehorn,  who  endeavored  to  experimentally  raise  the 
molecular  concentration  of  the  blood.  In  healthy  kidneys,  by 
making  the  patient  thirst  for  two  or  three  days,  no  change  in 
the  molecular  concentration  of  the  blood  was  noted.  But  in 
bilateral  kidney  disease  by  withholding  water  the  freezing- 
point  of  the  blood  was  lowered  from  .55  to  .63°,  while  the 
specific  gravity  of  the  urine  remained  about  the  same.  This 
showed  that  the  kidneys  could  not  accommodate  themselves  in 
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their  diseased  condition  to  the  reduced  supply  of  water.  Clinic- 
ally it  is  on  this  principle  that  the  freezing-point  of  urine  is  now 
used.  If  the  freezing-point  of  urine  does  not  vary  with  ir- 
regularity in  the  diet,  which  ought  to  normally  change  the  mole- 
cular concentration  of  the  urine,  then  the  kidneys  are  seriously 
diseased. 

Technique  of  Cryoscopy 

The  method  of  estimating  the  freezing-point  of  urine  em- 
ployed in  the  Clinic  of  Dr.  Arthur  Lewin  of  Berlin,  where  I 
worked  in  the  spring  of  1908,  was  essentially  that  described  by 
Professor  Ogston  in  this  country  in  1901,  i.e.,  by  Beckmann's 
apparatus.  The  instrument  used  by  Lewin  consisted  of  an 
outer  case  covered  with  felt  for  the  freezing  substance,  which 
was  ether  with  a  stream  of  air  drawn  through  it  by  a  water- 
pump  on  the  Sprengal  plan.  Within  this  outer  case  was  a  glass 
chamber  containing  alcohol  into  which  dipped  a  large  test  tube. 
This  test  tube  contained  the  urine  about  to  be  examined,  and 
into  it  projected  the  thermometer  and  stirring  rod.  Each 
observation  occupied  about  half  an  hour.  It  was  stated  that 
the  intermediation  of  a  layer  of  alcohol  between  the  urine  tube 
and  the  freezing  substance  rendered  the  operation  less  tedious, 
and  yet  the  process  of  freezing  went  on  gradually  enough  to 
require  only  an  occasional  glance  while  the  work  of  the  clinic 
proceeded. 

The  patient  under  observation  was  detained  for  eight  to 
ten  days  in  a  room  of  equable  temperature,  and  the  bowels  were 
kept  regular.  The  first  observation  of  the  urinary  freezing- 
point  was  made  after  a  day  or  two  of  non-nitrogenous  food. 
Then  he  was  put  on  nitrogenous  diet  and  another  freezing- 
point  taken.  Again  his  liquids  were  curtailed,  after  which  the 
urine  was  examined,  and  finally  he  was  given  a  large  excess  of 
fluids.  If  it  was  found  that  practically  no  variation  in  the 
urinary  freezing-point  occurred,  operation  was  declined. 

Estimation  of  the  Electrical  Resistance  of  Urine 
By  the  method  of  Kohlrausch  the  electrical  resistance  of 


DIAGNOSIS  OF  KIDNEY  DISEASES  285 


fluids  can  be  measured.  It  was  applied  to  urine  (Loewen- 
hardt)  in  the  hope  that  it  would  give  an  indication  of  the 
amount  of  solids  present.  In  the  case  of  inorganic  solutions 
the  resistance  was  found  to  be  inversely  proportional  to  the 
specific  gravity.  Turner,  Loewenhardt,  Bickel,  and  Engel- 
mann  have  published  observations  on  the  subject. 

Turner  found  that  organic  constituents,  such  as  urea,  sugar, 
albumen,  make  very  little  change  in  the  resistance  of  urine,  but 
the  chlorides,  sulphates  and  phosphates  are  responsible  for  any 
change  that  may  occur.  This  greatly  reduces  the  value  of  the 
estimation  of  electrical  resistance  of  urine  as  an  absolute 
criterion  of  the  solids  excreted.  Roth  of  the  clinic  of  Kor- 
anyi  arrives  at  conclusions  similar  to  Turner.  It  is  only  the 
presence  of  electrolytic  molecules  which  will  reduce  the  resist- 
ance of  a  fluid.    These  are  acid  and  basic  salts. 

If  the  resistance  is  as  valuable  a  fact  to  know  as  the 
specific  gravity  or  the  freezing-point  of  urine  (Loewenhardt), 
then  it  ought  to  supersede  those,  for  it  can  be  estimated  in  a 
moment  of  time  and  with  an  extremely  small  quantity  of  urine. 
The  freezing-point  takes  half  an  hour  to  find,  the  specific 
gravity  requires  a  comparatively  large  quantity  of  urine  which 
is  difficult  to  get  from  a  kidney  by  a  ureter  catheter. 

The  electrical  resistance  of  blood  has  also  been  investi- 
gated (Bickel),  (Engelmann).  In  insufficiency  of  the  kidneys, 
where  an  increased  molecular  concentration  of  the  blood  might 
have  been  expected,  no  change  in  the  conductivity  was  found. 

Turner  states  that  he  has  observed  an  inverse  relation  be- 
tween the  resistance  of  blood  and  that  of  urine.  In  a  case  of 
pernicious  anaemia  the  resistance  of  urine  was  extremely  high 
(600  ohms),  whereas  that  of  the  blood  was  reduced  from  550 
to  300  ohms. 

His  deduction  is  that  the  blood  in  this  disease  contains  a 
greater  amount  of  salts  than  usual,  that  the  urine  contains  less 
than  usual,  "  therefore  the  kidneys  must  obviously  be  at  fault." 

The  observations  of  Fleischer  and  van  Noorden  show  that 
the  inorganic  salts  of  the  urine  are  not  of  much  service  as  indi- 
cators of  the  capacity  of  the  kidneys,  so  that  much  diagnostic 
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value  cannot  be  expected  from  the  electrical  resistance  of  the 
blood  and  urine. 

In  comparing  the  resistance  of  the  segregated  urines,  how- 
ever, we  have  a  useful  way  of  employing  the  electrical  resist- 
ance of  fluids  clinically. 

Physical  Tests  of  Excretion 

These  include  the  observations  of  the  power  of  the  kidneys 
to  throw  off  in  the  urine  foreign  substances,  such  as  potassium 
iodide,  methylene  blue,  rose-aniline,  carminum  coeruleum, 
phloridzin,  etc.,  thrown  into  the  circulation.  Great  hopes  are 
expressed  that  by  means  of  these  it  may  in  the  future  be  possible 
to  know  the  part  of  the  kidney  structure  where  a  pathological 
process  is  going  on.  But  before  then  the  following  questions 
must  be  answered :  From  what  structure  in  the  kidney  is  potas- 
sium iodide  excreted?  From  what  rose-aniline  and  the  other 
dyes,  and  from  what  part  proceeds  the  phloridzin  sugar  in  the 
urine  ? 

The  Excretion  of  Potassium  Iodide 

Layfaye  in  1893  found  that  there  is  delay  in  the  excretion 
of  potassium  iodide  in  nephritis. 

Baginski  states  that  iodide  appears  in  the  urine  of  sound 
kidneys  half  an  hour  after  ingestion,  and  shows  in  the  urine  for 
twenty-four  hours.  In  nephritis  one  and  a  quarter  hours  may 
elapse  before  signs  appear  of  it  in  the  urine,  and  its  presence 
can  be  ascertained  for  longer  than  twenty-four  hours. 

Desprez  found  that  in  parenchymatous  nephritis  scarcely 
any  change  was  noted  in  the  time  and  duration  of  elimination, 
but  in  interstitial  nephritis  only  about  half  the  quantity  of  iodide 
was  eliminated  in  twenty-four  hours. 

He  considers  that  this  points  to  the  elimination  of  iodide 
from  the  glomeruli  or  filtering  part  of  the  kidney. 

The  Elimination  of  Colored  Substances  thrown  into  the 

Circulation 

Buchard  in  1873  was  the  first  to  observe  the  elimination 
of  colored  substance  through   the   kidneys.    He  employed 


DIAGNOSIS  OF  KIDNEY  DISEASES  287 


fuchsin,  given  in  pill  form,  and  he  estimated  the  degree  of  col- 
oration of  the  urine  by  means  of  the  depth  to  which  a  silk 
thread  was  stained  when  dipped  in  it. 

Kutner  employed  methylene  blue  in  the  functional 
diagnosis  of  renal  troubles  in  1902.  He  observed  cystoscopic- 
ally  the  coloring  of  the  urine  following  the  internal  adminis- 
tration of  the  substance.  From  this  the  idea  of  kidney 
diagnosis  without  catheterizing  the  ureters  began. 

Achard  and  Castaigne  in  France  published  much  on  this 
subject  of  chromo-cystoscopy  in  1900,  and  to  them  has  been 
given  the  credit  of  originating  the  plan. 

Some  administer  the  methylene  blue  by  the  mouth,  others 
by  hypodermic  or  intramuscular  injection.  When  it  is  given 
by  the  mouth  the  question  of  the  absorbing  power  of  the  bowel 
must  be  considered,  otherwise  delay  in  elimination  may  be  mis- 
interpreted. 

The  most  satisfactory  plan  is  to  give  it  intramuscularly 
%o  gr.  well  suspended  in  sterile  salt  solution.  The  first  ap- 
pearance of  colored  urine  is  fifteen  to  twenty  minutes  after  the 
injection.  In  the  case  of  healthy  kidneys  it  lasts  from  twenty- 
four  to  forty-eight  hours.  It  appears  to  be  the  general  opinion 
that  in  interstitial  nephritis  there  is  delay  in  the  start  and  pro- 
longed continuation  of  the  elimination.  In  parenchymatous 
nephritis  the  elimination  begins  early  and  does  not  last  beyond 
the  normal  time. 

Albarran  describes  a  third  type  found  in  compensatory 
hypertrophy  of  the  healthy  parenchyma  of  hydro-  or  pyone- 
phrosis and  in  interstitial  nephritis.  It  is  a  premature  incidence 
and  long-continued  prevalence  of  the  colored  elimination. 

It  has  also  been  found  by  Galeazzi  and  Grillo  that  there  is 
a  delayed  start  and  a  prolonged  elimination  of  the  methylene 
blue  in  cases  of  long-continued  chloroform  narcosis,  whereas 
ether  does  not  produce  this  so  markedly. 

If  the  phloridzin  reaction  is  being  used,  the  methylene  blue 
must  not  be  applied  at  the  same  time,  for  no  blue  coloration 
will  be  obtained.  The  sugar  discharges  the  color  of  methylene 
blue.  This  fallacy  will  also  be  noted  in  testing  a  diabetic  by 
the  methylene  blue  reaction. 
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Methylene  blue  is  reduced  by  other  conditions.  In  dis- 
eased kidneys  the  color  is  often  discharged,  so  that  only  chro- 
mogen  appears  in  the  urine.  Some  say  this  is  due  to  the  action 
of  organisms.  Others  explain  it  by  saying  that  normally  the 
color  of  methylene  blue  is  discharged  and  that  re-oxidation  is 
accomplished  by  the  reabsorbing  parts  of  the  kidney,  the  tubuli 
contorti  and  the  loop  of  Henle.  If  the  reabsorbing  parts  are 
diseased  this  oxidation  does  not  take  place,  and  so  the  decolora- 
tion remains  (Muller).  It  is  none  the  less  believed  that  the 
micrococcus  ureae  reduces  methylene  blue,  and  that  this  may 
occur  in  the  bladder  (Achard  and  Castaigne). 

Rose-aniline  has  the  advantage  over  methylene  blue  of 
not  being  reduced  in  its  passage  through  the  kidneys,  nor  is  it 
decolorized  by  sugar.  It  does  not  stain  the  discharge  of  urine 
so  well  as  the  next  substance,  indigo  carmine. 

Indigo  Carmine  {Carminum  Coernleum) 

In  1903  Voelcker  and  Joseph  introduced  indigo  carmine  in 
the  modern  functional  diagnosis  of  kidney  disease.  It  is  not 
reducible  like  methylene  blue,  and  so  the  coloration  is  available 
for  all  conditions  of  the  kidneys  and  bladder. 

Heidenhain  found  the  coloring  matter  deposited,  at  post- 
mortem examinations,  after  such  injections,  in  the  tubuli  con- 
torti and  the  loops  of  Henle.  This  supports  the  Baumannian 
theory  that  water  and  inorganic  salts  are  excreted  by  the 
glomeruli,  and  the  organic  constituents,  along  with  indigo  car- 
mine in  this  case,  by  the  epithelium  of  the  tubuli. 

Nussbaum  and  Gurwitsch  also  support  this,  but  Sobie- 
ranski  and  Pautinski  explained  the  presence  of  indigo  carmine 
in  the  tubuli  epithelium  by  saying  it  was  reabsorbed,  having 
been  excreted  in  the  water  from  the  glomeruli — reabsorbed  in 
accordance  with  the  theory  of  reabsorption  by  the  tubali  and 
loops. 

Voelcker  in  his  Monograph,  1906,  gives  a  complete  ac- 
count of  the  usage  of  indigo  carmine.  He  injects  4  ccm.  of  .4 
per  cent,  suspension  in  distilled  water,  or  20  ccm.  of  a  .4  per 
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cent,  mixture  with  1  gram  of  common  salt  in  distilled  water. 
This  is  easily  absorbed.  He  injects  it  into  the  thigh  muscles 
as  being  handy  when  the  patient  is  on  the  operating  table. 
The  patient  should  not  drink  much  water  so  that  the  urine  may 
be  small  in  quantity  and  its  color  intense. 

Normally  only  about  one-fourth  of  the  coloring  matter 
passes  through  the  kidneys,  the  rest  is  either  passed  by  the 
bowel  or  the  bile.  Some  remains  in  the  body  as  pigment. 
That  passing  through  by  the  bowel  is  reduced,  its  color  is  dis- 
charged, but  it  returns  again  on  exposure  to  air. 

Voelcker  estimates  the  amount  of  color  excreted  by  com- 
paring it  to  a  mixture  of  known  strength. 

In  healthy  kidneys  it  is  found  that  after  20  ccm.  of  a  .4 
per  cent,  mixture  the  urine  begins  to  be  colored  in  three  to  five 
minutes.  The  greatest  intensity  of  the  elimination  occurs  in 
about  half  an  hour,  and  the  coloration  lasts  twelve  hours.  A 
delay  in  the  appearance  of  coloration  indicates  insufficiency  of 
the  kidneys.  The  presence  of  pus  does  not  affect  the  colora- 
tion, nor  does  sugar  or  bacteria. 

Phloridzin  Sugar  Production  in  the  Diagnosis  of  Kidney 

Disease 

Phloridzin  is  a  glucoside  obtained  from  the  root  bark  of 
apple,  pear,  cherry  and  plum  trees.  If  boiled  with  acid  it 
changes  into  a  sugar,  which  is  identical  with  dextrose,  phlorose 
and  phloretin.  This  last  substance  if  taken  into  the  body  will 
itself  produce  glycosuria. 

Mering  in  1881;  found  that  phloridzin  if  present  in  the 
human  body  causes  diabetes. 

Klemperer  in  1896  injected  it  into  patients  with  chronic 
nephritis  and  observed  the  consequent  glycosuria.  It  was  also 
noted  by  Klemperer  that  in  cases  of  diabetes  the  onset  of 
cirrhosis  was  followed  by  a  diminution  of  the  amount  of  sugar 
present.  Senator  noted  this  also  in  arterio-sclerosis  of  the 
kidney. 

Achard  and  Delamere  in  1899  came  to  the  conclusion  that 
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the  delay  or  diminution  in  the  phloridzin  sugar  production  is 
characteristic  of  kidney  trouble. 

Following  on  the  publication  of  these  facts  various  ob- 
servers took  up  the  task  of  finding  where  the  sugar  was  pro- 
duced after  the  injection  of  phloridzin — whether  in  the  blood 
or  in  any  particular  organ.  Also  that  if  healthy  kidneys  al- 
lowed the  passage  of  sugar,  how  did  disease  of  those  organs 
prevent  its  passage? 

Zuntz  and  Achard  and  Delamere  considered  that  the 
sugar  production  took  place  in  the  kidney. 

Casper  and  Richter  and  Loewi  thought  that  phloridzin 
injured  the  kidney  epithelium  and  so  allowed  the  normal  sugar 
of  the  blood  to  pass  through.  It  was  said  that  during  phlorid- 
zin diabetes  there  was  reduction  in  the  normal  amount  of  sugar 
in  the  blood. 

Another  suggestion  emanating  from  Nicola  de  Dominicis 
was  that  phloridzin  caused  an  increased  sugar  production  by 
the  organism — a  hyperglycaemia — and  so  an  overflow  from  the 
kidney. 

Extensive  experiments  were  conducted  by  Pavy  and  others 
which  showed  definitely  that  phloridzin  sugar  is  produced  in 
the  kidney.  A  dog  was  deprived  of  all  the  organs  of  its 
abdomen  except  the  kidneys.  Then  phloridzin  was  injected 
into  the  blood  stream  and  no  change  in  the  amount  of  sugar  in 
the  blood  resulted,  but  there  was  a  copious  supply  of  sugar  in 
the  urine. 

Artificial  circulation  conveying  phloridzin  to  a  kidney  is 
accompanied  by  sugar  in  the  urine  secreted. 

The  next  question  was,  where  in  the  kidney  is  the  seat  of 
sugar  production?  It  was  said  by  some  to  be  in  the  glomeruli 
and  by  others  in  the  convoluted  tubules. 

Seelig  in  1896  found  that  by  fixing  the  sugar  in  situ  as 
phenylgluco-sazone  and  examining  microscopically,  the  gluco- 
sazone  was  confined  to  the  spaces  between  the  blood  and  lymph 
channels  and  the  tubuli.    He  failed  to  find  any  in  the  glomeruli. 

Kossa  observed  microscopically  a  coagulation  necrosis  of 
the  tubuli  contorti  following  the  exhibition  of  large  and  con- 
tinued doses  of  phloridzin. 
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These  observations  point  to  the  tubuli  being  the  origin  of 
the  sugar. 

Several  authors  claim  the  glomeruli  as  the  seat  of  phlorid- 
zin  sugar  production.  Among  these  are  Nussbaum,  Hellin, 
and  Spiro.  The  latter  found  that  on  the  artificial  production 
in  animals  of  interstitial  nephritis  by  means  of  arsenic,  there 
was  sugar  in  the  urine  after  phloridzin.  Whereas  by  the  artifi- 
cial production  of  glomerular  nephritis  by  means  of  cantharides, 
phloridzin  sugar  in  the  urine  was  prevented. 

Senator  and  Friedrich  Strauss  also  support  the  glomerular 
theory  of  phloridzin  sugar  production,  so  that  it  is  not  yet 
agreed  where  the  sugar  is  formed  in  the  kidney,  but  most 
authors  believe  that  reduction  in  the  quantity  of  sugar  in  the 
urine  after  phloridzin  is  most  valuable  as  a  test  of  the  ability 
of  the  kidneys  to  perform  their  function. 

The  Preparation  of  the  Solution 

Phloridzin  does  not  dissolve  in  cold  water,  and  it  precip- 
itates when  the  solution  in  hot  water  is  cooled,  or  it  sticks  in 
the  hypodermic  needle.  If  the  powder  is  first  mixed  with  a 
little  piperazin  or  alcohol  and  then  water  added  to  the  proper 
proportion,  a  fairly  stable  solution  is  obtained.  In  sterilizing 
such  a  solution  it  ought  not  to  be  brought  absolutely  to  the  boil, 
but  removed  from  the  flame  as  it  nears  the  boiling-point.  In 
this  way  a  precipitate  is  prevented. 

It  is  advisable  to  inject  the  solution  before  it  has  had  time 
to  cool  for  fear  of  the  phloridzin  separating  out.  It  is  also 
important  to  inject  the  solution  intramuscularly. 

Cpolin  and  Delamere  have  found  that  if  phloridzin  be 
injected  on  a  second  occasion  four  or  five  days  afterwards,  a 
much  more  marked  sugar  effect  is  produced  than  on  the  first 
occasion. 

It  has  also  been  found  that  certain  medicines  will  diminish 
the  sugar  production.  Such  drugs  are  antipyrin,  sodium 
salicylate,  jambul  (syzygium). 
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The  Quantity 

Achard  and  Delamere  inject  .005  Gr.  (M2  grain)  and  con- 
sider that  in  normal  kidneys  the  sugar  appears  in  the  urine  at 
the  end  of  half  an  hour.  The  glycosuria  lasts  two  or  three 
hours.  Albarran  found  the  dose  of  .005  gr.  too  small.  He 
injects  4  cm.  of  .5  per  cent,  solution  (.02  Gr.  subcutaneously) . 

Normally  in  half  an  hour  sugar  was  present  in  the  urine 
and  the  height  of  the  elimination  was  reached  about  the  end  or 
two  hours.  This  maximum  was  1  to  1.6  per  cent.  The 
absolute  quantity  of  sugar  was  1.5  to  3.4  grs.  Kapsammer 
finds  that  the  most  important  factor  from  the  diagnostic  point 
or  view  is  the  time  of  starting  of  the  sugar  manifestation.  The 
injecfion  of  1  ccm.  of  1  per  cent,  freshly  sterilized  phloridzin 
solution  into  the  arm-pit  is  followed  in  ten  minutes  by  sugar  in 
the  urine  which  gives  with  Fehling  a  distinct  yellow  coloration 
and  precipitate.  This  indicates  normal  excretory  power  of  the 
kidneys.  If  this  appearance  of  sugar  is  delayed,  then  is  the 
kidney  diseased,  and  the  longer  the  delay  the  more  advanced 
the  disease. 

There  is,  however,  an  important  fallacy,  for  a  kidney  may 
be  diseased  and  yet  perform  its  function  to  the  normal  extent. 
This  is  the  difficulty  in  functional  diagnosis  of  kidney  disease. 

Kapsammer  found  in  a  case  where  albumen  and  granular 
casts  were  present  in  the  urine,  such  as  to  indicate  parenchy- 
matous nephritis,  that  the  excretory  function,  as  tested  by 
phloridzin,  was  normal  (a  strong  sugar  reaction  twelve  minutes 
after  injection).  In  other  cases  where  a  similar  amount  of 
albumen  and  casts  were  present,  he  found  the  expected  delay 
in  the  sugar  production.  In  these,  however,  there  was  a  likeli- 
hood of  interstitial  nephritis  being  present,  and  he  attributed 
the  delay  to  this,  so  that  a  parenchymatous  nephritis  without 
functional  disturbance  may  exist.  This  was  found  also  with 
the  iodine,  methylene  blue  and  indigo  carmine  reactions.  The 
same  author  nevertheless  has  observed  in  250  cases  the  relation 
between  the  elimination  of  phloridzin  sugar  and  the  extent  of 
the  disease,  and  comes  to  the  conclusion  that  the  more  severe 
the  kidney  lesion  the  later  is  the  appearance  of  sugar. 
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Without  catheterizing  the  ureters  the  phloridzin  reaction 
is  very  valuable  in  kidney  diagnosis  on  account  of  the  time  of 
the  first  appearance  of  sugar  in  the  urine.  If  sugar  appears 
within  fifteen  minutes  of  the  injection,  then  at  any  rate  one  kid- 
ney is  acting  well.  If  thirty  minutes  elapse,  then  both  kidneys 
are  diseased.  If  forty-five  minutes  elapse,  then  is  the  eliminat- 
ing function  of  the  kidneys  dangerously  poor  and  nephrectomy 
is  debarred. 

Does  Phloridzin  do  Harm? 

Hellin  and  Spiro,  Czylharz,  Loewi,  von  Haberern,  have 
observed  polyuria  not  mentioned  by  other  writers. 

Kossa  has  observed  albuminuria  in  animals  following 
phloridzin,  and  Pielicke  noted  a  case  of  hematuria.  Kapsam- 
mer  also  saw  a  case  of  severe  renal  tuberculosis  which  had 
hematuria  following  .01  gr.  of  phloridzin.  The  hematuria 
lasted  several  hours.  This  was  out  of  an  experience  of  several 
hundred  cases. 

Voelcker  and  Joseph  in  1904  say  that  the  temporary  leak 
which  phloridzin  in  the  kidney  causes  lasts  only  a  short  time. 

Israel  and  Albarran,  1905,  the  leading  urologists  of  Ber- 
lin and  Paris,  consider  the  method  of  real  use,  and  that  in  the 
great  majority  of  cases  it  yields  most  important  information. 

Kapsammer,  a  leading  Vienna  surgeon,  places  phloridzin 
in  the  first  rank  of  diagnostic  importance.  Conclusive  facts  can 
be  obtained  in  many  cases  which  no  other  means  are  able  to 
afford. 

The  Viscosity  of  Urine 

Hirsch  and  Beck  in  the  Deutsches  Archiv.  f.  Med.,  Bd. 
69  and  72,  have  reported  on  the  viscosity  of  the  blood  in  the 
various  forms  of  nephritis.  They  find  scarcely  any  change  in 
the  viscosity  in  these  diseases.  Koltmann  (KorrespondezhJatt 
fiir  Schweizer  Arzte,  No.  5,  1907)  describes  increased  viscosity 
of  the  plasma  in  some  cases  of  nephritis  and  diminished  vis- 
cosity in  others.  It  appears  that  as  in  the  case  of  the  amount 
of  urea  excreted  and  in  the  estimation  of  the  freezing-point, 
the  dietetic  circumstances,  etc.,  must  be  included  in  the  calcula- 
tion. 
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St.  Bogdan  and  Guye  (Archives  des  sciences  physiques  et 
naturelles,  vol.  xv.,  1903)  found  a  decrease  of  the  viscosity 
of  the  urine  in  cases  of  tuberculous  kidney.  Donnan  ("The 
Surface  Tension  of  Urine  in  Health  and  Disease,"  Brit.  Med. 
Journal,  December,  1894)  finds  the  surface  tension  of  urine 
decreased  in  albuminuria  and  glycosuria  compared  to  normal 
urine.  Tanaka  estimates  the  viscosity  of  urine  by  means  of  a 
capillary  tube,  and  compares  it  to  distilled  water.  This  is 
done  for  each  sample  after  eatheterizing  the  ureters.  He  finds 
that  the  viscosity  of  urine  is  generally  less  in  disease  of  the 
kidney  than  in  health. 

Contributed  by  the  Author  to  The  American  Journal  of  Urology. 

PYELONEPHRITIS  OF  PREGNANCY  AND  THE 
PUERPERIUM 

By  Charles  Greene  Cumston,  M.D.,  Boston,  Mass. 

PYELONEPHRITIS  in  its  relation  to  pregnancy  and 
the  post-mortem  has,  up  to  the  present  time,  been  but 
incompletely  described  and  the  few  papers  upon  this 
subject  have  been  mostly  contributed  by  French  authors.  This 
affection  should  be  more  generally  known,  for  there  is  no  doubt 
that  pregnancy  is  an  exceedingly  favorable  factor  for  the  de- 
velopment of  pyelonephritis.  This  factor  is  the  pressure 
exerted  by  the  pregnant  uterus  on  the  ureter. 

In  order  to  simplify  the  etiological  relations  existing  be- 
tween pregnancy  and  pyelitis,  the  cases  may  be  divided  into 
three  groups,  namely  (1),  those  where  a  pyelitis,  existing  be- 
fore pregnancy  and  giving  rise  to  no  symptoms,  makes  itself 
evident  during  pregnancy.  (2)  In  this  group  are  to  be  placed 
those  instances  where  the  renal  affection  develops  during 
pregnancy  in  a  hitherto  healthy  kidney;  and,  (3)  pyelo- 
nephritides  developing  during  the  post-partum. 

The  latter  group  has  been  more  thoroughly  studied,  al- 
though its  etiological  relationship  to  pregnancy  has  been  mis- 
understood. It  has  been  demonstrated  beyond  a  doubt  that  the 
renal  affection  is  due  to  bacteria,  and  it  has  also  been  demon- 
strated how  pregnancy  favors  the  penetration  of  the  organisms 
into  the  kidney.    I  am  of  the  belief  that  one  may  have  an 
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ascending  or  a  descending  infection  of  the  renal  pelvis.  In 
the  former,  the  organisms  reach  the  renal  pelvis  from  the 
bladder,  while  in  the  descending  type  they  invade  the  kidney 
by  way  of  the  blood.  I  am  not  prepared  to  admit  that  the 
kidney  may  become  involved  in  these  cases  from  an  inflam- 
matory lesion  of  the  lympathics  in  the  neighborhood  of  the  kid- 
ney, and  in  point  of  fact,  no  such  condition  of  affairs  has  been 
recorded  so  far  as  I  am  aware,  although  there  is  no  reason  to 
doubt  that  such  an  infection  is  a  possibility. 

Inflammation  of  the  bladder  due  to  direct  infection  is 
more  frequent  in  the  female  and  the  bacterium  coli  is  a  frequent 
cause  of  cystitis.  Conditions  favorable  for  infection  of  the 
bladder  are  congestion,  retention  of  urine  and  trauma  in  the 
broadest  sense  of  the  word.  Bacteria  are  often  found  in  the 
lower  segment  of  the  ureter. 

During  pregnancy  the  following  favorable  conditions  are 
present  for  the  development  of  cystitis:  a  constant  mechanical 
irritation  of  the  bladder  produced  by  congestion  and  difficulty 
in  micturition,  as  well  as  by  pressure  on  the  organ  from  the 
enlarging  uterus.  These  act  in  the  same  way  as  does  a  trauma 
and  therefore  inflammation  of  the  bladder  developing  spon- 
taneously during  pregnancy  is  far  from  infrequent.  When 
once  the  bladder  is  infected  the  process  is  very  apt  to  extend 
upwards,  although  no  definite  symptoms  of  cystitis  may  be 
noted. 

Under  ordinary  circumstances,  however,  the  ureter  pre- 
vents the  entrance  of  bacteria  from  the  bladder  by  its  sphincter 
and  also  by  the  steam  of  urine  itself  which  washes  down  the 
canal.  Likewise,  the  contraction  of  the  muscular  coat  of  the 
ureter  is  a  hindrance  to  their  making  their  way  upwards.  I 
would,  however,  call  attention  to  the  fact  that  these  natural 
barriers  of  protection  are  lessened  in  their  activity  during 
pregnancy.  Congestion  of  the  pelvic  organs  makes  infection 
easy,  but  of  still  more  importance  is  the  pressure  exerted  by  the 
pregnant,  uterus  on  the  ureter,  when  the  pressure  is  sufficient  to 
obstruct  the  flow  of  urine  down  the  canal,  which  of  necessity 
results  in  a  dilatation  of  the  upper  portion  of  the  ureter  and 
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renal  pelvis.  When  this  occurs,  infection  of  the  renal  pelvis 
is  far  more  liable  to  occur. 

The  explanation  of  how  the  bacteria  pass  into  the  ureter 
is  still  to  be  demonstrated.  By  animal  experiments  it  has  been 
demonstrated  that  a  comparatively  slight  pressure  on  the  ureter 
is  sufficient  to  hold  back  the  column  of  urine  above  the  point 
where  the  pressure  is  applied,  so  that  the  peristaltic  wave  only 
extends  as  far  as  the  point  of  compression.  The  portion  of  the 
ureter  below  does  not  show  any  peristaltic  movement,  the  flow 
of  urine  is  shut  off  so  that  under  these  circumstances  the  bac- 
teria may  penetrate  the  ureteral  orifice  whose  closure  is  incom- 
plete. In  retention  of  urine  there  is  an  open  communication 
between  the  bladder  and  ureter  as  has  been  proven  experiment- 
ally, and,  consequently,  an  ascending  infection  is  made  easy. 

Numerous  papers  have  appeared  recently  showing  the 
frequent  occurrence  of  congestion  and  dilatation  arising  from 
pregnant  uterus  and  many  autopsies  have  demonstrated  beyond 
a  doubt  that  not  infrequently  dilatation  of  one  or  both  ureters 
occurs  in  the  abdominal  portion  of  the  tube,  but  never  in  the 
pelvic  portion,  and  that  the  right  ureter  is  more  frequently  in- 
volved than  the  left.  The  reason  for  this  is  that  there  is  a 
sharp  bend  in  the  right  ureter  at  the  point  where  it  crosses  the 
iliac  artery  in  its  external  and  downward  course,  whereas  the 
left  ureter  continues  in  a  straighter  direction.  Most  investi- 
gators who  have  studied  this  question  believe  that  there  is  a 
direct  pressure  of  the  fetus  or  uterus  upon  the  above  mentioned 
bend  of  the  right  ureter,  while  some  are  of  the  opinion  that 
the  enlarging  uterus  pushes  the  pelvic  portion  of  the  ureter  to 
the  side,  thus  increasing  the  angle  formed  in  the  right  ureter 
where  it  crosses  the  iliac  artery.  Personally,  I  am  of  the 
opinion  that  it  is  doubtful  whether  or  not  in  the  majority  of 
cases  the  pressure  acts  particularly  at  the  point  where  the  ureter 
crosses  the  iliac  artery  and  I  feel  quite  certain  that  the  child's 
head  in  no  way  comes  into  play,  because  if  this  were  the  case, 
pressure  would  only  occur  during  the  last  few  months  of 
pregnancy,  whereas,  as  a  matter  of  fact,  the  renal  manifesta- 
tions occur  early  in  pregnancy  in  many  cases.  It  would  seem 
to  me  that  lateral  displacement  of  the  ureter,  resulting  in  a 
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more  marked  bending  of  the  tube,  is  the  more  likely  theory, 
because  the  right  kidney  is  more  apt  to  be  involved,  and  it 
is  well  known  that  the  uterus  more  frequently  inclines  towards 
the  right  than  to  the  left.  Wtih  the  general  congestion  of 
the  ureter  during  pregnancy  the  interference  of  the  flow  of 
urine  may  be  so  great  that  a  temporary  but  complete  obstruc- 
tion may  occur. 

Other  causes  may,  perhaps,  play  a  part  in  the  production 
of  congestion.  Gessner  calls  attention  to  the  fact  that  during 
the  latter  part  of  pregnancy  the  neck  of  the  bladder,  if  it  fol- 
lows the  upward  course  of  the  bladder  along  the  uterus,  may 
become  squeezed  between  the  abdominal  wall  and  uterus,  and 
also,  pulls  up  the  ureteral  orifices,  putting  the  ureter  itself  on 
the  stretch  because  it  cannot  follow  the  bladder  in  its  ascension 
on  account  of  the  enlarged  uterus  and  thus  presses  upon  the 
base  at  its  entrance  into  the  pelvis.  Occasionally  a  prolapse  of 
the  kidney,  which  is  more  frequent  on  the  right  side  than  on 
the  left,  may  cause  a  bend  in  the  ureter.  Retention  of  urine 
occurs  frequently  during  pregnancy,  causing  congestion  and  in- 
fection and  should  not  be  lost  sight  of  in  considering  the 
etiology  of  pyelonephritis.  Whether  there  are  other  condi- 
tions, such  as  changes  in  the  chemical  makeup  of  the  urine, 
which  may  give  rise  to  an  ascending  infection,  have  as  yet  not 
been  demonstrated. 

From  the  fact  that  cystitis  occurs  very  frequently  during 
pregnancy,  Opitz  is  of  the  opinion  that  pyelonephritis  during 
pregnancy  is  usually  of  the  ascending  type.  In  this  respect  he 
is  at  variance  with  the  majority  of  French  writers  who  are 
nearly  unanimous  in  the  opinion  that  a  descending  infection 
takes  place,  although  I  must  confess  that  no  conclusive  reason 
for  this  has  been  given.  On  the  other  hand,  Opitz  emphasizes 
the  fact,  based  on  many  examinations,  that  the  above  opinion 
can  in  no  way  be  sustained  and  that  the  slight  intestinal  disturb- 
ances observed  during  pregnancy  are  not  sufficient  to  permit 
germs  from  the  intestinal  contents  to  enter  the  circulation  and 
become  lodged  in  the  kidney.  From  my  own  observations, 
which  have  been  published  elsewhere,  I  am  of  the  opinion  that 
the  bacterium  coli  circulating  in  the  blood  may  produce  pyelo- 
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nephritis  because  the  renal  glands  are  congested  from  the  fact 
of  pregnancy.  Constipation  is  so  frequent  in  pregnant  women 
that  it  seems  only  reasonable  to  admit  that  the  intestinal  bac- 
teria can  easily  enter  into  the  circulation,  and  the  reason  that 
they  attack  the  kidney  rather  than  the  lungs  or  pleura  is  be- 
cause the  renal  gland  is  in  a  hyperemic  condition  caused  by 
gestation.  It  is  quite  true  also  that  in  some  cases  of  pyelo- 
nephritis there  has  been  no  evidences  present  of  bladder  infec- 
tion, but  it  is  likewise  true  that  a  cystitis  need  not  necessarily  be 
present  for  an  ascending  infection  to  take  place.  All  that  is 
necessary  is  the  presence  of  bacteria  in  the  urine  in  the  bladder, 
a  condition  of  affairs  which  is  quite  possible  without  any  vesical 
inflammation.  Thus,  for  instance,  a  purulent  urine  is  con- 
stantly thrown  into  the  bladder  in  cases  of  pyelitis,  although 
the  urinary  reservoir  need  not  of  necessity  become  diseased. 
Then  again,  a  mild  cystitis  may  have  been  recovered  from,  al- 
though infection  continues  upwards  along  the  ureter.  Also  a 
mild  cystitis  may  exist  without  giving  rise  to  any  symptoms 
and  is  consequently  overlooked.  On  the  other  hand  in  a  num- 
ber of  instances  the  upward  extension  of  the  infection  is  made 
evident.  First  occur  the  bladder  symptoms,  then  pain  along 
the  course  of  the  ureter,  particularly  where  it  bends,  and  finally 
pain  in  the  renal  region.  The  presence  of  intestinal  disturb- 
ances which  have  caused  investigators  to  assume  that  the  in- 
testinal organisms  enter  the  circulation,  resulting  in  a  descend- 
ing infection,  may,  in  some  cases  be  considered  as  symptomatic 
of  the  pyelonephritis;  the  absorption  of  the  poisonous  waste 
products  might  easily  disturb  the  intestinal  peristaltic  action. 

As  occasional  etiological  factors,  tending  to  decrease  the 
power  of  resistance  of  the  body,  or  which  have  a  special  action 
on  the  urinary  system  may  be  mentioned  diphtheria  and  scarlet 
fever.  Traumatism  can  be  regarded  in  the  same  way.  In  one 
case  where  the  kidney  had  been  subjected  to  trauma  a  violent 
pyelonephritis  developed  which  produced  a  point  of  lesser  re- 
sistance in  the  kidney  and  made  a  favorable  nidus  for  the  de- 
velopment of  the  bacteria.  All  these  factors  however,  only  act 
in  that  they  prepare  the  soil  for  the  development  of  the  pyelo- 
nephritis, the  real  factor  being  the  bacteria.     It  would  appear 
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that  the  bacillus  of  tuberculosis  and  the  gonococcus  can  be  ex- 
cluded as  etiological  factors  of  the  pyelonephritis  of  pregnancy, 
because  although  they  may  produce  a  pyelonephritis,  pregnancy 
does  not  seem  to  have  any  particular  influence  on  them  as  far  as 
the  subject  of  this  paper  is  concerned.  By  far  the  most  impor- 
tant etiological  factor  of  pyelonephritis  in  pregnancy  is  cer- 
tainly the  bacterium  coli,  although  Baisch  has  shown  that  the 
urine  of  cystitis  during  the  first  few  days  of  the  process  does 
not  contain  the  bacterium  coli,  but  usually  staphylococci,  rarely 
streptococci.  According  to  this  investigator  the  bacterium 
coli  does  not  appear  in  the  urine  until  the  bladder  inflammation 
has  become  more  advanced.  Certain  experiments  undertaken 
on  animals  would  seem  to  show  that  there  is  a  strong  probabil- 
ity that  the  cystitis  was  usually  caused  by  these  bacteria,  while 
the  bacterium  coli  appears  later.  However,  I  would  point  out 
that  out  of  twenty-eight  cases,  four  of  these  being  my  own,  the 
bacterium  coli  was  found  twenty-two  times,  the  streptococcus 
four  times,  while  in  the  remaining  two  the  diagnosis  of  the  or- 
ganism present  was  not  made. 

Other  conditions  affecting  the  kidney  or  renal  pelvis  should 
be  mentioned.  Pyelonephritis  should  be  distinctly  distin- 
guished from  pyelonephrosis  which  represents  a  collection  of 
pus  in  a  dilated  renal  pelvis.  These  again  may  be  divided  into 
primary  pyonephrosis,  and  secondary  pyonephrosis  which  de- 
velops later  as  a  suppurative  process  in  an  old  hydronephrosis. 
At  all  events  in  most  cases  there  is  probably  a  primary  pyelo- 
nephritis, with  or  without  a  slight  enlargement  of  renal  pelvis, 
although  as  a  matter  of  fact  there  are  no  definite  case  reports 
demonstrating  this.  It  is  just  as  difficult  to  decide  whether  a 
hydronephrosis,  which  was  present  before  pregnancy  or  de- 
veloping during  it,  undergoes  suppuration  more  frequently  dur- 
ing pregnancy,  in  other  words,  has  developed  into  a  secondary 
pyonephrosis. 

Only  a  few  cases  have  been  reported  where  a  pyelo- 
nephritis existing  before  pregnancy  took  on  an  exacerbation 
after  the  patient  became  pregnant.  In  these  instances  it  is  to 
be  observed  that  evidences  of  the  renal  affection  were  manifest 
earlier  in  the  course  of  pregnancy  than  in  those  where  the  dis- 
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ease  was  a  direct  result  of  gestation.  From  this  it  may  be  in- 
ferred that  the  slight  congestion  of  the  pelvic  organs,  with 
some  difficulty  in  micturition  which  occurs  at  the  commencement 
of  pregnancy,  is  sufficient  to  light  up  an  apparently  latent  renal 
lesion;  or  that  slight  changes  in  the  composition  of  the  urine 
may  possibly  come  into  play.  Other  infections  such  as  tuber- 
culosis or  gonorrhoea  during  pregnancy  may  possibly  come  in 
play  in  certain  cases,  although  on  this  point  there  is  nothing 
certain. 

Brief  mention  should  be  made  of  pyelonephritis  develop- 
ing during  labor.  The  dilatation  of  the  ureter  continues  dur- 
ing labor  and  on  account  of  the  increased  pressure  brought  to 
bear  upon  it  the  conditions  for  an  infection  become  more  favor- 
able, as  for  example,  retention  of  the  urine  so  frequently  oc- 
curring during  labor  and  requiring  the  passage  of  a  catheter. 
Ascending  pyelonephritis  during  labor  is  rather  better  known 
than  other  forms,  and  may  without  doubt  develop  without  any 
previous  lesion  of  the  kidney.  The  bacteria  found  are  the 
same  as  those  encountered  when  the  affection  develops  ciuring 
pregnancy. 

The  prognosis  of  pyelonephritis  of  pregnancy  varies 
greatly.  It  may  either  commence  with  violent  symptoms  or  it 
may  progress  gradually,  in  which  case  an  examination  of  the 
urine  will  at  once  clear  up  the  situation  of  affairs.  The  course 
of  events  is  usually  as  follows:  after  an  undisturbed  progress 
of  the  pregnancy  to  about  five  months,  urinary  disturbances 
appear,  such  as  difficult  or  painful  micturition.  Then,  perhaps, 
after  a  chilling  of  the  body,  but  more  frequently  without  any 
external  cause,  the  patient  has  a  chill  with  a  temperature  reach- 
ing 390  or  400  C,  with  a  pulse  of  about  100  to  110.  The 
patient  feels  weak  and  sick  and  not  infrequently  considerable 
pain  may  be  complained  of  in  the  gastric  region  accompanied 
by  nausea  and  distressing  headache,  while  vomiting  is  less  fre- 
quently present.  Constipation  may  be  present  or  there  may 
be  diarrhea  with  a  strong  odor.  The  amount  of  urine  is  dimin- 
ished, and  in  many  cases  it  presents  no  chemical  or  microscopi- 
cal change.  This  condition  lasts  for  a  few  days,  the  tempera- 
ture varying,  with  or  without  a  recurrence  of  the  chills.  Pain 
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becomes  more  accentuated  on  the  right  side  of  the  abdomen, 
and  from  here  radiates  to  the  bladder  and  sometimes  towards 
the  thigh.  At  this  stage  the  urine  is  passed  more  frequently, 
accompanied  by  more  or  less  severe  pain.  The  amount  of  urine 
is  considerably  increased  and  this  diurisis  gives  rise  to  an  im- 
proved general  condition,  and  in  some  cases  a  cure  results. 

But  often  the  temperature  is  raised  for  some  time  or  the  vio- 
lent symptoms  recur.  In  the  beginning  of  the  attack  the  urine 
is  considerably  changed.  It  is  always  acid  in  reaction  and  when 
allowed  to  stand  in  a  test  tube  it  retains  a  uniform  cloudiness. 
A  sediment  falls  to  the  bottom,  which  contains  white  corpuscles, 
with  or  without  a  few  red  cells,  also  bladder  epithelium  and 
small  polygonal  caudated  cells.  Casts  are  not  infrequently 
found,  as  well  as  crystalline,  shapeless  precipitates  in  large 
amount.  Albumin  is  almost  always  present,  but  usually  in  small 
amounts.  The  permanent  cloudiness  of  the  urine  is  due  to  pres- 
ence of  bacteria,  almost  always  the  bacterium  coli. 

Physical  examination  of  the  patient  will  show  rigidity  of  the 
muscles  over  the  involved  kidney  and  in  some  cases  the  organ 
can  be  palpated.  Palpation  increases  the  pain  and  this  may  be 
detected  along  the  course  of  the  ureter.  Occasionally  there  is  a 
distinct  tumefaction  in  the  renal  region  and  the  latter  is  always 
sensitive  to  pressure.  In  some  cases  the  ureter  may  be  felt  as 
a  thickened  painful  cord. 

The  general  health  is  always  much  disturbed  during  the  at- 
tacks and  if  the  disease  is  protracted  for  any  length  of  time  the 
patient  becomes  very  debilitated  from  the  systemic  infection 
which  accrues. 

The  symptoms  are  almost  always  temporarily  diminished 
after  confinement  takes  place,  excepting  in  those  instances 
where  the  temperature  has  been  high  and  remaining  so  up  to 
the  time  of  the  labor.  When  this  is  the  case  the  condition  re- 
mains practically  the  same  after  delivery,  but  usually  after  this 
has  occurred  the  patients  appear  apparently  well.  The  pus 
and  albumen,  however,  do  not  disappear  from  the  urine  and 
after  a  more  or  less  lengthy  lapse  of  time  the  case  comes  to 
operation. 

Most  cases  run  the  above  course,  but  in  some  the  affection 
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comes  on  very  gradually,  so  that  it  is  almost  impossible  to  as- 
certain the  exact  time  of  its  commencement.  There  is  constant 
headache  and  persistent  nausea,  while  pain  in  the  bladder  and 
renal  region  arises  later  on,  but  it  may  be  entirely  absent.  In 
these  cases  too,  the  rise  in  temperature  is  very  gradual  and  is 
never  very  high,  while  the  pulse  corresponds  to  the  temperature. 

As  to  the  possibility  of  cure  I  would  point  out  that  pyelo- 
nephritis of  pregnancy  should  be  looked  upon  with  considerable 
misgivings,  for  I  thoroughly  believe  the  prospects  of  a  perma- 
nent cure  are  not  at  all  favorable.  Generally  speaking,  the 
patient's  life  is  not  directly  in  danger  and  even  in  a  very  serious 
case  a  permanent  and  complete  cure  is  a  possibility,  although  I 
believe  that  this  takes  place  in  less  than  50  per  cent,  of  the  cases. 

The  prognosis  for  the  child  is  very  unfavorable  because  preg- 
nancy is  frequently  interrupted  on  account  of  the  renal  affection 
or  artificial  delivery  may  be  necessitated  in  order  to  save  the 
mother.  In  most  of  the  reported  cases  the  child  was  viable  and 
lived.  One  account  of  the  influence  of  pyelonephritis  on  the 
post-partum  one  should  consider  two  things,  namely,  how 
often  the  affection  continues  during  the  puerperium,  and  sec- 
ondly, to  what  extent  a  germ-laden  urine  can  produce  an  infec- 
tion of  puerperal  type.  Relative  to  the  first  it  may  be  said  that 
if  the  infection  has  continued  up  to  the  time  of  confinement  it 
will  be  still  present  during  the  post-partum.  In  most  cases, 
however,  it  will  only  be  of  short  duration,  because  the  pressure 
over  the  ureter  being  removed  the  kidney  can  empty  itself  and 
the  acute  aspect  of  the  affction  disappears. 

If  during  the  course  of  the  pyelonephritis  during  pregnancy 
there  is  no  elevation  of  the  temperature,  this  may  occur  after 
labor  and  a  differential  diagnosis  must  be  made  between  pyelo- 
nephritis and  puerperal  infection.  The  usual  short  duration  of 
the  elevation  of  the  temperature  accompanied  by  painful  mic- 
turition will  lead  to  an  elimination  of  the  urine  and  a  correct 
diagnosis  will  be  made. 

Several  instances  have  been  recorded  where  a  pyelonephritis 
of  pregnancy  has  become  grafted  upon  some  pre-existing  renal 
lesion.  In  these  cases  symptoms  arise  very  early  in  the  course 
of  pregnancy. 

Of  practical  importance  is  the  question  as  to  whether  or  not 
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a  pyelonephritis  is  recovered  from  after  pregnancy  and  whether 
or  not  the  affection  will  occur  later  when  the  patient  is  again 
pregnant.  From  our  present  knowledge  of  the  disease  no 
definite  conclusion  can  be  drawn,  but  there  are  some  undoubted 
cases  on  record  where  at  a  following  labor  no  renal  disturbances 
were  encountered. 

As  to  the  diagnosis  of  pyelonephritis  of  pregnancy  I  would 
first  point  out  that  the  possibility  of  its  occurrence  should  always 
be  borne  in  mind  when  a  pregnant  woman  gives  evidence  of  a 
cystitis  with  an  elevation  of  the  temperature.  In  most  cases  the 
commencement  is  sudden  with  a  chill  and  a  rise  in  temperature, 
accompanied  by  renal  pain  and  purulent  urine.  When,  on  the 
other  hand,  the  affection  begins  gradually  the  symptoms  are 
often  hard  to  interpret  and  the  case  should  be  kept  under  care- 
ful observation.  The  temperature  chart  must  be  carefully  ob- 
served; the  morning  temperature  is  apt  to  be  normal  with  a 
marked  rise  in  the  evening,  and  if  the  pulse  does  not  follow  the 
rise  in  temperature  a  pyelonephritis  should  be  looked  for.  Par- 
ticular note  should  be  made  of  the  pain,  which  in  the  beginning 
is  complained  of  in  the  gastric  region  or  that  of  the  liver.  With 
this  there  is  nausea  without  vomiting,  headache,  dizziness, 
diarrhea  or  obstinate  constipation.  A  painful  spot  may  some- 
times be  detected  on  the  right  side  of  the  uterus  or  at  the  pelvic 
angle  of  the  right  ureter.  The  pain  is  increased  by  pressure, 
radiating  towards  the  kidney,  bladder  and  occasionally  the  right 
thigh.  There  may  be  some  difficulty  in  making  a  differential 
diagnosis  between  the  affection  under  consideration,  and  acute 
appendicitis.  Occasionally  it  is  possible  to  palpate  the  enlarged 
ureter.  The  kidney  may  sometimes  be  palpated  but  it  is  always 
tender  on  pressure.  A  tumor  in  the  renal  region  will  be  found 
when  the  renal  pelvis  is  greatly  distended. 

Most  important  of  all  is  an  examination  of  the  urine  drawn 
by  catheter.  The  amount  of  urine  is  diminished  when  the  tem- 
perature is  high  and  has  a  comparatively  low  specific  gravity. 
It  is  always  acid.  After  the  temperature  falls  the  amount  of 
urine  and  the  specific  gravity  increase.  The  albumen  and  pus 
are  characteristic.  In  cystitis,  in  spite  of  the  large  amount  of 
pus  the  albumen  present  does  not  usually  exceed  1.5  per  cent. 
In  pyelonephritis,  on  the  other  hand,  there  is  usually  less  pus 
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and  more  albumen,  while  the  pus  corpuscles  in  pyelonephritis 
are  more  irregular  in  shape.  The  presence  of  epithelium  from 
the  upper  urinary  tract  with  casts  and  blood  corpuscles,  when 
the  latter  do  not  come  from  the  bladder,  settles  the  diagnosis. 
The  persistent  cloudiness  after  filtration  is  due  to  the  presence 
of  bacteria. 

The  treatment  of  pyelonephritis  should  have  as  an  end  to 
remove  the  cause  of  the  disease  which  is  usually  retention  of 
urine,  which  may  be  done  away  with  by  removing  the  pressure 
of  the  uterus  on  the  ureter.  Occasionally  rest  in  bed,  with  the 
patient  lying  on  the  unaffected  side,  is  sufficient.  The  kidneys 
should  be  flushed  by  the  ingestion  of  fluid  and  a  milk  diet. 
Salol,  urotropin  and  helmitol  have  their  indications.  The 
bowels  should  be  kept  freely  open. 

If  the  bladder  is  affected,  instillations  with  dilute  silver  ni- 
trate solution  may  be  resorted  to.  The  pain  should  be  relieved 
by  either  cold  or  warm  applications,  but  opium  and  its  alkaloids 
must  be  avoided.  If  the  medical  treatment  is  unsuccessful,  the 
uterus  must  be  emptied;  and  artificial  labor  has  been  performed 
the  severe  symptoms  usually  subside.  Artificial  labor  is  an  easy 
matter  if  the  fetus  is  viable,  but  before  this  time  pregnancy  is 
sometimes  interrupted  spontaneously  on  account  of  the  high 
temperature. 

In  cases  where  both  kidneys  are  involved,  induction  of  labor 
is  the  only  proper  procedure. 

The  indication  for  surgical  treatment  is  when  there  is  pus 
in  the  renal  pelvis  or  a  secondary  pyonephrosis.  If  the  healthy 
kidney  has  carried  on  its  physiological  functions  the  prognosis 
is  good.  Nephrotomy  during  pregnancy  has  been  successful 
in  a  number  of  cases  and  the  pregnancy  has  not  been  inter- 
rupted. 

In  closing  I  would  say  that  it  is  naturally  of  the  greatest 
importance  to  ascertain  the  functional  condition  of  the  sup- 
posedly healthy  kidney.  This  may  be  accomplished. by  segrega- 
tion or  the  passage  of  the  ureteral  catheter.  The  latter  is  ac- 
complished with  difficulty  towards  the  end  of  pregnancy  on 
account  of  the  large  size  of  the  uterus,  but  to  those  versed  in 
intra-vesical  work  the  difficulty  is  not  unsurmountable. 

871  Beacon  Street. 


KLUSSMAN'S  URETHRAL  APPLICATORS: 

Devised  by  Henry  Klussman,  M.  D.,  Spokane,  Wash. 


Fig.  i  shows  a  plain  ointment  applicator;  the  device  consists 
of  a  sound  of  30F.  calibre  attached  to  a  reservoir  made  of 
aluminum  and  having  a  capacity  of  one  ounce.  A  channel 
runs  from  the  reservoir  to  the  distal  end  of  the  sound,  and  is 
large  enough  for  the  free  flow  of  ointment  when  the  thumb- 
screw on  the  reservoir  is  turned.  The  advantage  of  this  instru- 
ment over  the  deep  urethral  syringe  and  other  ointment 
applicators  is  that  the  medicament  is  brought  more  directly  in 
contact  with  the  urethral  surfaces  and  the  ointment  is  ironed 
in  as  it  were.  At  the  same  time  we  have  the  advantage  of 
pressure  on  infiltrated  and  granulated  spots.  The  medicament 
penetrates  deeper  into  the  glands  and  follicles,  and  is  retained 
longer  than  liquid  solutions. 

Fig.  2  is  a  posterior  urethral  applicator  for  the  use  of  medi- 
cated ointments  or  electricity  or  both.  The  urethral  portion  is 
insulated  to  within  three  inches  of  the  distal  end.  The  distal 
end  is  perforated  with  four  small  holes  on  the  convex  surface, 
a  canal  leading  to  them  from  the  reservoir.  An  attachment 
for  electricity  is  placed  between  the  insulated  portion  and  the 
reservoir.    The  calibre  of  the  urethral  portion  is  25F. 


3°5 


3o6     AMERICAN  JOURNAL  OF  UROLOGY 


ABSTRACTS  AND  TRANSLATIONS 


The  Treatment  of  Gonococcus  Infections  by  Vac- 
cines: J.  W.  H.  Eyre  and  B.  H.  Stewart,  of  London  ( The 
Lancet,  July  10,  1909),  recently  presented  an  excellent  report 
on  this  subject  in  which  they  discuss  practically  every  phase 
of  it.  The  material  reported  upon  included  53  cases,  of  which 
41  were  male  and  12  female.  There  were  14  cases  of  acute 
gonorrhea,  5  cases  of  chronic  gonorrhea,  without  complications, 
25  cases  of  gonorrheal  arthtritis  and  4  cases  of  each  of  gonor- 
rheal iritis  and  epididymitis.  Autogenous  vaccines  were  used 
in  19  of  the  cases,  while  in  the  others,  stock  vaccines  of  various 
strains  of  gonococci  were  employed.  The  autogenous  vaccines 
were  found  very  much  more  efficient  than  the  stock  vaccines. 

During  the  past  18  months,  the  authors  employed  very  much 
smaller  doses  than  they  had  previously  used.  Early  in  1906, 
high  doses,  as  high  as  500,000,000  cocci  were  used,  but  ex- 
perience showed  that  the  gonococcus  recently  isolated  in  pure 
culture  was  too  toxic  to  permit  its  employment  in  such  enor- 
mous doses.  Lately,  25,000,000  were  never  exceeded,  and 
even  this  dose  was  found  by  no  means  free  from  risk.  All 
things  considered,  the  authors  recommend  smaller  doses  at  fre- 
quent intervals  in  preference  to  large  doses  at  long  intervals. 
During  the  first  two  or  three  weeks  of  an  acute  infection,  the 
dose  should  not  exceed  from  half  a  million  to  two  millions.  The 
authors  have  knowledge  of  two  acute  cases  and  one  chronic  case 
where  the  injection  of  a  large  dose,  from  25  to  50,000,000, 
was  followed  within  48  hours  by  acute  orchitis  and  epididymitis 
in  one  case,  and  joint  affections  in  the  other.  In  another  recent 
case,  a  dose  of  5,000,000  was  followed  by  a  rise  of  temperature 
to  1 02. 40  F.  A  dose  is  always  excessive  if  followed  by  an  ap- 
preciable rise  of  temperature  or  other  constitutional  disturbance. 

The  reduction  in  the  size  of  the  doses  is  imperative  now, 
because,  with  the  improved  technique  for  isolating  the  gonococ- 
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cus,  it  is  no  longer  necessary  to  wait  until  five,  six  or  more 
transfers  were  made,  and  gonococci  but  one  generation  removed 
from  the  patient's  tissues  can  be  used.  Vaccines  six  generations 
removed  are  much  less  toxic  but  also  much  less  potent.  In  the 
early  experiments,  the  vaccine  was  often  shaken  by  hand  to 
produce  the  emulsion.  Now,  with  improved  methods,  the 
strength  of  the  vaccine  is  much  more  uniform. 

In  one  case  there  was  a  gonococcus  septicemia  in  which  the 
germ  was  isolated  from  the  blood.  A  trivalent  gonococcus  vac- 
cine and  later  an  autogenous  vaccine  were  used  and  considerable 
improvement  occurred,  although  the  patient  subsequently  died 
of  pneumonia.  The  pneumococcus  was  isolated  from  the  blood 
shortly  before  death. 

In  acute  gonorrhea,  it  was  difficult  to  estimate  the  effect  of 
the  vaccine.  The  ideal  treatment,  however,  seems  to  be  in  the 
the  use  of  small  doses  repeated  at  frequent  intervals.  The 
patient  should  from  the  first  have  absolute  rest  in  bed,  a  bland 
diet,  plenty  of  fluid,  and  an  aperient  and  diuretic  mixture  con- 
taining some  urinary  antiseptic.  No  urethral  injections  should 
at  first  be  used,  for  the  frequent  micturition  sufficiently  flushes 
the  urethra.  An  autogenous  vaccine  should  be  prepared  and  an 
opsonic  index  taken  daily.  If  large  variations  in  the  index  are 
observed,  small  doses,  from  one-half  to  one  million,  should  be 
used.  If  the  variations  are  small,  2,500,000  may  be  injected. 
Under  these  conditions  many  cases  rapidly  convalesce.  If  the 
discharge  has  not  ceased  within  four  weeks,  other  methods 
must  be  adopted,  including  the  use  of  irrigations  in  connection 
with  two  or  three  injections  of  a  sufficient  dose  to  produce  a 
well-marked  positive  phase.  Usually  the  result  is  little  short 
of  marvelous. 

In  chronic  gonorrhea,  the  authors  have  found  that  the  ure- 
thral inflammation  is  not  a  simple  infection,  but  in  the  present 
report,  the  cases  treated  were  those  in  which  the  infection  was 
predominantly  gonorrheal.  Several  cases  were  extremely 
chronic.  Chronic  cases  in  which  the  gonococcus  is  the  sole  in- 
fecting organism  have  a  better  prognosis  than  cases  with  mixed 
infection,  so  far  as  treatment  by  vaccine  is  concerned.  In 
chronic  gonoccocus  infection,  doses  from  one  to  two  million 
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every  three  to  five  days  are  safe  and  satisfactory,  in  cases  in 
which  opsonic  index  cannot  be  obtained  as  frequently  as  desired. 
Doses  should  be  small  and  gradually  increasing  at  frequent 
intervals.  After  a  dose  of  5,000,000,  an  interval  of  five  to 
seven  days;  after  a  dose  of  10,000,000,  an  interval  of  eight  to 
ten  days  should  be  allowed  to  elapse.  Larger  doses  than 
these  are  seldom  desirable.  In  orchitis,  small  doses  of  vaccine 
quickly  relieve  pain  and  cause  a  more  rapid  abatement  of  symp- 
toms than  obtains  by  the  usual  routine  treatment  alone.  /;/ 
iritis,  the  severe  pain  which  is  a  marked  and  obstinate  feature, 
is  relieved  in  48  hours  after  injection  and  disappears  in  from 
three  to  four  days.  Cure  is  much  hastened.  In  arthritis  the 
treatment  is  of  considerable  value.  In  from  12  to  24  hours 
after  the  administration  of  from  5  to  10,000,000  the  affected 
joints  were  more  painful,  and  in  many  cases  more  swollen,  red 
and  tender.  These  symptoms  correspond  to  the  negative  phase. 
In  from  36  to  48  hours  the  symptoms  cleared  up,  pain  and 
tenderness  passed  off  and  the  movement  became  much  more 
free. 

The  Treatment  of  Specific  Urethritis  in  the  Male: 
J.  R.  Hayden  {Medical  Record,  July  17,  1909)  outlines  the 
treatment  of  gonorrhea  as  follows :  The  abortive  treatment 
consists  in  passing  a  small  soft  rubber  catheter  into  the  fossa 
naviculars,  the  patient  compressing  the  urethra  firmly  behind 
this  point,  to  prevent  the  backward  passage  of  fluid.  Then, 
by  means  of  a  hand  syringe  attached  to  a  catheter,  the  operator 
irrigates  the  fossa  with  warm  sterile  water,  after  which  it  is 
distended  with  a  solution  of  silver  nitrate,  10  grains  to  the 
ounce.  The  patient  is  instructed  to  rest  as  much  as  possible, 
to  take  a  non-irritating  diet  and  is  given  an  alkaline  mixture. 
The  bowels  are  kept  freely  open  and  the  penis  kept  clean  by 
frequent  immersions  in  hot  lead  water.  If  the  treatment  is 
successful,  the  painful  urination  and  purulent  discharge  which 
follow  the  injection  subside  in  a  few  days,  leaving  a  slight 
oozing  of  muco-pus  which  is  readily  controlled  by  astringents. 
If  unsuccessful,  the  discharge  continues  and  gonococci  appear  in 
increasing  numbers.    Then  the  conservative  method  should  be 
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employed  and  no  local  treatment  should  be  used  until  the  stage 
of  decline  is  indicated  by  a  thinner  and  scantier  discharge  and  a 
decrease  of  the  inflammatory  symptoms.  During  the  acute 
stage,  the  patient  should  be  given  careful  directions,  hot  lead 
water  should  be  used  externally,  and  hot  sitz  baths  should  be 
employed  to  relieve  discomfort.  In  the  stage  of  decline  bal- 
samics  should  be  begun,  but  sandal  wood  oil  should  never  be 
given  in  the  acute  stage.  Hand  injections  can  be  begun  about 
the  seventh  to  the  fourteenth  day  of  the  attack.  They  should 
not  be  retained  for  any  length  of  time  by  compressing  the 
meatus.  The  solutions  should  be  warm  and  should  not  be  in- 
jected forcibly  or  in  larger  quantities  than  necessary  to  just  fill 
the  canal.  Injections  are  taken  three  or  four  times  a  day,  be- 
ginning with  warm  lead  water,  boric  acid  or  normal  sal  solution, 
which  in  a  few  days  is  changed  to  a  weak  solution  of  alum  or 
lead,  or  if  preferable,  weak  solutions  of  potassium  permanga- 
nate. The  latter  should  never  be  used  in  the  stage  of  acute 
suppuration.  When  the  discharge  has  grown  less  copious,  the 
anterior  urethra  should  be  medicated  by  injecting  solutions 
through  a  soft  rubber  catheter  introduced  down  to  the  bulb.  A 
hand  syringe  should  be  used  for  these  irrigations,  employing 
warm  solutions  of  lead  water  or  boric  acid,  later  mild  solutions 
of  zinc,  alum  and  potassium  permanganate,  and  finally  silver 
nitrate.  This  should  be  begun  at  i  in  16,000  and  the  strength 
slowly  increased.  When  the  discharge  ceases  and  nothing  but 
flakish  shreds  remain,  the  irrigations  should  be  stopped  and  in- 
stillations with  a  small  syringe,  using  a  soft  rubber  catheter, 
may  be  employed,  using  silver  nitrate,  beginning  with  1  :  8000 
and  increasing  up  to  1  :  500  down  to  the  bulbous  urethra. 

When  an  acute  posterior  infection  occurs,  the  patient  is  put 
to  bed  and  the  usual  internal  treatment,  hot  sitz  baths,  and  hot 
rectal  irrigations  are  used.  If  no  improvement  occurs,  much 
benefit  will  be  derived  from  retrojections  of  warm  boric  acid 
solutions  thrown  into  the  deep  urethra  and  bladder  by  means 
of  a  soft  rubber  or  silk  catheter  and  hand  syringe.  When  the 
symptoms  subside  and  the  posterior  urethritis  becomes  chronic, 
the  prostatic  urethra  and  bladder  are  irrigated  by  means  of  the 
hand  syringe  attached  to  a  soft  rubber  or  woven  catheter. 
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Metal  drop  catheters  should  not  be  used.  The  irrigating  solu- 
tion is  passed  out  by  the  patient  afterwards.  The  strength  of 
it  should  be  increased  gradually,  beginning  with  boric  acid, 
then  zinc,  alum  or  permanganate  and  finally  silver  nitrate,  until 
but  a  few  flakes  remain.  Instillations  are  then  given  posteriorly 
with  a  soft  catheter. 

In  the  very  chronic  cases,  prostatic  massage,  sounds  and  the 
endoscope  are  employed  when  indicated,  but  over-dilatation 
with  metal  dilators  is  never  employed  on  account  of  the  in- 
jurious traumatism  it  produces.  The  Janet  method  of  irriga- 
tion is  not  used  by  the  author,  as  it  is  followed  by  serious  se- 
quels. It  is  unnecessarily  harsh  and  severe.  The  author  no 
longer  uses  the  newer  silver  salts,  as  he  has  seen  no  advantage 
in  them  after  an  impartial  trial.  The  so-called  "  beer  test  "  is 
never  used,  as  it  is  crude  and  unnecessary,  but  a  most  careful 
examination  of  the  secretions  is  made  before  the  patient  is 
declared  cured. 

The  Bacillus  Bulgaricus:  W.  K.  von  Riedl,  M.  D., 
of  Chicago,  writes:  Experiments  have  established  the  fact 
that  the  bacillus  Bulgaricus  may  be  used  with  great  success  in 
the  treatment  of  stomach  and  intestinal  diseases.  In  fermenta- 
tion causing  autointoxicaion  the  results,  in  the  writer's  hands, 
have  been  remarkable.  It  has  the  ability  of  destroying  most 
pathogenic  bacteria  found  in  the  intestines.  The  bacillus  pro- 
teus,  coli,  pyocyaneus  and  many  others  do  not  exist  very  long 
in  the  presence  of  this  destructive  organism.  It  also  gives 
excellent  results  in  suppurating  sinuses  (the  chief  organisms  of 
which  belong  to  the  steptococcus  group),  as  well  as  in  gonor- 
rhea. In  this  latter  disease  it  is  useful  in  both  acute  and  in 
chronic  cases,  in  which  a  mixed  infection  often  exists,  rendering 
them  most  difficult  to  handle. 

The  author  recently  had  under  his  care  a  case  of  gonorrhea 
of  long  standing.  Having  used,  without  much  success,  all 
the  remedies  so  highly  recommended,  he  finally  concluded  to 
try  an  injection  of  a  "  suspension  "  of  the  lactic  acid  bacillus. 
In  a  very  short  time  the  urine  gradually  became  clear  until 
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after  a  few  weeks  the  gonococci  were  no  longer  present.  While 
convenient  in  tablet  form  for  intestinal  work,  in  sinus  and  in 
gonorrhea  cases  it  is  best  used  in  a  "  suspension,"  owing  to  a 
tendency  to  lose  its  activity  in  a  dry  or  powdered  form. 

The  writer's  work  with  this  bacillus  has  been  conducted  with 
the  bouillon  culture  developed  in  the  scientific  (biological) 
laboratories  of  the  Abbott  Alkaloidal  Co.,  Chicago,  and  mar- 
keted by  them  as  "  Galactenzyme." 

The  Effects  of  Diuretin  on  the  Excretion  of 
Salt.  Experiments  by  Dr.  H.  Fr.  Gruenwald,  of  the  Phar- 
macological Institute,  Vienna.  (Archvv  f.  exper.  Path,  cif 
Pharm.,  1909,  Vol.  60,  No.  5.)  The  effect  of  diuretin  on  the 
excretion  of  salt  show  that  the  continued  use  of  diuretin  will 
bring  about  an  excretion  of  salt,  even  in  rabbits  whose  food  is 
poor  in  salt.  If  this  administration  be  continued  long  enough 
an  intoxication  will  result,  evidently  at  first  in  reflex  hyper-ex- 
citability, later  in  progressive  paralysis  leading  to  death.  These 
symptoms  will  disappear  if  salt  is  given,  but  other  drugs  have 
no  effect.  Diuresis  induced  by  salines,  such  as  sulphate  of 
soda  will  not  wash  out  the  chloride  of  sodium  to  any  extent. 
The  specific  action  of  diuretin  as  far  as  the  salt  is  concerned 
is  primarily  upon  the  kidneys.  The  action  of  diuretin  will  re- 
main the  same  even  if  the  renal  epithelium  is  injured  by  large 
doses  of  mercury.  The  parts  chiefly  affected  by  diuretin  are 
the  glomeruli,  but  the  intense  and  prolonged  action  of  diuretin 
also  points  to  a  direct  action  on  the  epithelium. 

A  Graduated  Tube  for  the  Rapid  Estimation  of  Am- 
monia in  the  Urine:  Harrower,  of  Chicago  (Medical  Rec- 
ord, August  28,  1909),  has  devised  a  simple  graduated  tube 
for  the  determination  of  the  amount  of  ammonia  in  the  urine 
by  Malfatti's  method.  The  tube  is  intended  to  replace  the 
more  expensive  apparatus  consisting  of  a  burette,  titrating 
flask,  etc.,  and  has  the  advantage  of  being  portable  and  con- 
venient. The  tube  is  filled  with  urine  to  the  iocc.  mark,  three 
drops  of  the  phenolphthalein  indicator  solution  are  added,  then 
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three  or  four  grams  of  potassium  oxalate,  and  water  exactly  to 
the  zero  mark.  The  tube  is  now  closed  and  shaken.  The 
decinormal  soda  solution  is  added  slowly,  using  an  ordinary 
dropper  for  this  purpose,  inverting  the  tube  from  time  to  time 
until  the  fluid  in  the  tube  assumes  just  a  faint  pink  color.  The 
total  acidity  is  now  read  off  on  the  tube  and  noted.  About  two 
or  three  cc.  of  the  formalin  solution  (see  above  abstract)  is  now 
added  and  the  level  again  noted.  Then  decinormal  solution  is 
added  until  the  pink  color  which  had  disappeared  on  the  ad- 
dition of  the  formalin  is  just  regenerated.  Each  cc.  of  decinor- 
mal soda  solution  required  to  produce  this  second  reaction  repre- 
sents 0.00068  gram  of  ammonia. 

Suprapubic  Prostatectomy  Without  Opening  the 
Bladder:  Van  Stockum,  in  the  Zentralblatt  fiir  Chiritrgie 
( The  Hospital) ,  published  two  cases  of  suprapubic  prosta- 
tectomy successfully  performed  without  opening  the  bladder. 
His  method  is  as  follows:  After  making  an  incision  above  the 
pubes  and  cutting  down  on  to  the  anterior  wall  of  the  bladder, 
this  latter  is  carefully  separated  from  the  posterior  surface  of 
the  pubic  symphysis.  This  having  been  done,  the  retropubic 
tissues  are  stripped  off  the  anterior  surface  of  the  prostate,  and 
each  lobe  of  the  organ  enucleated  separately,  after  opening 
up  the  capsule  by  a  vertical  incision  a  little  to  one  side  of  the 
middle  line.  Whilst  enucleation  is  proceeding,  an  assistant, 
by  means  of  a  finger  in  the  rectum,  pushes  the  organ  well  for- 
ward. A  catheter  is  next  passed  into  the  bladder  and  tied  into 
position.  A  gauze  plug  is  then  put  into  the  prostatic  cavity, 
and  a  drainage  tube  inserted  into  the  suprapubic  wound.  The 
author  is  of  opinion,  however,  that  the  drainage  tube  is  really 
unnecessary,  and  proposes  for  the  future  to  sew  up  the  wound, 
leaving  only  a  small  opening  through  which  the  end  of  the 
gauze  plug  is  brought  to  the  surface.  The  catheter  is  left  in 
for  about  a  fortnight.  The  author  claims  that  this  operation 
causes  less  damage  to  the  tissues  than  that  of  Freyer,  and  re- 
duces hemorrhage  to  a  minimum. 


THE  AMERICAN 
JOURNAL  OF  UROLOGY 

William  J.  Robinson,  M.  D.,  Editor. 
Vol.  V.  NOVEMBER,  1909.  No.  11 


Contributed  by  the  Author  to  The  American  Journal  of  Urology. 

ADVANTAGE  OF  THE  COMBINED  INTRA-  AND 
EXTRA-PERITONEAL  URETERO-LITHOTOMY 
FOR  STONES  IN  THE  LOWER  URETER 

By  Dr.  Ernst  Jonas,  St.  Louis,  Mo. 

UNTIL  a  few  years  ago  and  perhaps  up  to  the  very 
present,  undoubtedly  not  a  few  appendices  have  been 
removed  for  so-called  chronic  appendicitis.  Vague 
gastric  disturbances  and  a  moderate  degree  of  local  tenderness 
around  McBurney's  point  were  considered  sufficient  to  war- 
rant the  diagnosis  of  chronic  appendicitis  and  consequent  re- 
moval of  the  appendix.  No  wonder  then  that  the  diagnosis 
frequently  proved  erroneous.  It  was  a  time,  when  we  were 
inclined  to  accuse  the  appendix  as  the  cause  of  all  kinds  of 
abdominal  troubles.  Now,  the  pendulum  of  opinion  swings 
in  the  opposite  direction  and,  in  those  cases  in  which  no  dis- 
tinct spell  of  acute  appendicitis  has  been  observed,  the  conscien- 
tious surgeon  is  inclined  to  regard  the  appendix  as  not  guilty 
until  he  can  definitely  prove  it  to  be  the  cause  of  the  trouble. 
Justly  in  these  cases  (without  positive  acute  attack  of  appen- 
dicitis) we  demand  a  most  painstaking  physical  examination 
before  returning  the  verdict  chronic  appendicitis  and  recom- 
mending removal  of  the  appendix.  Justly  in  these  cases  we 
demand  repeated  thorough  examinations  of  the  urine  (the 
catheterized  specimen  in  women)  in  order  not  to  overlook 
traces  of  blood  (red  blood  corpuscles)  the  presence  of  which 
points  strongly  to  a  diagnosis  of  stone  in  the  kidney  or  ureter. 

Especially  some  time  after  the  patient  has  experienced  pain 
or  after  firm  palpation  of  the  tender  spot,  the  urine  is  likely 
to  show  traces  of  blood  which  may  have  been  absent  during 
the  spell  itself.    With  evidences  of  blood  ( macroscopical  or 
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microscopical)  in  the  urine,  the  next  step  is  an  X-ray  exam- 
ination to  be  followed  by  cystoscopic  examination  and  cathe- 
terization of  the  ureter.  A  skiagram  of  the  kidney  and  ureter 
to  be  of  practical  value  must  show  a  shadow  of  structures  less 
dense  than  the  least  dense  calculi  (phosphatic  and  uric  acid). 
A  good  X-ray  picture  must  show  distinctly  the  processus  trans- 
versi  of  the  vertebral  column  and  the  structure  of  the  last  rib 
and  crest  of  the  osileum;  it  should  also  show  the  oblique  course 
of  the  psoas  muscle  and  perhaps  the  quadratus  lumborum.  If 
plates  of  such  character  do  not  show  any  shadow  in  the  region 
of  the  kidney  and  ureter,  it  is  fairly  safe  to  exclude  a  stone  in 
the  kidney  or  ureter.  To  skiagraph  the  kidney  and  the  whole 
length  of  the  ureter  demands,  as  a  rule,  four  good  pictures 
from  each  side,  and  both  sides  should  always  be  skiagraphed, 
if  there  is  any  suspicion  of  kidney-  or  ureter-stone.  An  X-ray 
shadow  in  the  region  of  the  ureter  is,  however,  by  no  means 
a  proof  of  a  stone  in  the  ureter.  A  phlebolith  close  to  the 
course  of  the  ureter  (as  observed  by  the  writer  in  a  case  of  can- 
cer of  the  bladder),  or  a  fecal  concretion  in  the  tip  of  the 
appendix  may  easily  be  mistaken  for  ureter-stone.  It  is,  there- 
fore, safest  not  to  rely  on  any  one  method,  but  to  combine  with 
the  X-ray  examination  on  the  cystoscopic  examination  and 
catheterization  of  the  ureter.  An  X-ray  picture  taken  with  the 
ureter  catheter  containing  a  wire  stilet  or  filled  with  mercury 
makes  the  diagnosis  an  accurate  one.  (I  have  no  experience 
with  wax-tipped  ureter  catheters.)  Having  positive  evidence 
of  a  ureter-stone  we  have  still  to  prove  that  there  is  only  one. 
Again  we  have  to  resort  to  the  X-rays  and  they  alone  can  aid 
us  in  deciding  this  point.  A  ureter-stone  being  present  we 
should  not  allow  more  than  two  days  to  elapse  before  opera- 
tion. If  an  operation  cannot  be  performed  within  that  time 
another  picture  should  be  taken.  This  is  a  precaution  against 
disagreeable  surprises.  Stereoscopic  radiographs  taken  after 
very  thorough  evacuation  of  the  bowels  may  give  a  fairly  good 
idea  of  the  relation  of  the  stone  to  surrounding  bony  struc- 
tures (Gibbons).  Occasionally  it  happens  that  ureter-stones 
not  firmly  incarcerated  change  their  places  so  that  some  days 
they  are  down  low  and  can  be  palpated,  while  other  days  they 
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are  higher  up  and  cannot  be  felt.  This  fact  emphasizes  the 
value  of  repeated  examinations  from  the  rectum  or  vagina. 

Positive  evidence  of  ureter-stone  is  at  the  present  time  al- 
most generally  considered  (at  least  by  the  surgeons)  cause  for 
prompt  surgical  action.  Although,  as  Deaver  says,  a  calculus 
may  remain  lodged  in  the  ureter  indefinitely  without  producing 
serious  symptoms,  yet  such  cases  are  exceptional,  and  were  such 
a  calculus  to  be  discovered  by  chance,  it  is  questionable  whether 
it  would  not  be  the  surgeon's  duty  to  remove  it  as  a  prophy- 
lactic measure.  It  can,  I  think,  hardly  be  questioned  that  the 
well  known  dangers  which  may  ensue  from  neglect  of  ureteral 
calculus  are  much  greater  than  those  which  attend  its  removal 
by  operation.  (Even  the  remote  possibility  of  development 
of  cancer  at  the  point  of  impaction  is  to  be  considered.)  The 
only  exception  for  surgical  interference  is  the  class  of  cases  in 
which  with  each  attack  of  kidney  colic  a  larger  or  smaller  cal- 
culus is  discharged.  X-ray  pictures,  between  the  attacks  may, 
of  course,  be  entirely  negative.  It  is  evident  that  in  cases  of 
this  kind  the  salvation  of  the  patient  lies  in  the  proper  hygienic 
and  dietetic  treatment,  combined  with  urinary  antiseptics,  a 
treatment  which  should  always  be  adopted  after  operations  on 
kidney  or  ureters. 

The  operative  method  for  the  removal  of  a  stone  from  the 
ureter  is  less  agreed  upon,  if,  as  is  the  writer's  object  in  this 
paper,  we  consider  in  particular  stones  lodged  in  the  ureter  dur- 
ing its  course  through  the  pelvis  (lower  ureter). 

There  are  three  locations  in  the  ureter  where  a  stone  is  liable 
to  be  arrested : 

1.  One  and  one-half  to  two  inches  from  the  pelvis  of  the 
kidney  as  the  ureter  bends  forward  over  the  psoas  muscle; 

2.  In  the  bend  of  the  ureter  about  1  to  2  inches  below  the 
pelvic  brim  (Deaver  says,  at  the  brim  of  the  pelvis,  where  it 
dips  down  across  the  bifurcation  of  the  common  iliac  artery)  ; 

3.  In  the  vesical  portion  (just  before  the  ureter  passes  into, 
or  during  its  course  through,  the  vesical  wall — Morris). 

The  usual  operative  route  for  stones  in  the  vesical  portion 
(3)  is  intravesically,  if  the  stone  is  lodged  very  close  to  the 
vesical  orifice  of  the  ureter.    Where  the  stone  is  situated  an 
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inch  or  more  from  the  bladder  wall,  this  method  is  not  safe 
and  the  combined  intra-  and  extra-peritoneal  method  is  to  be 
recommended.  Ureter-stones  lodged  near  the  pelvis  of  the 
kidney  ( i )  are  best  removed  extra-peritoneally  through  in- 
cisions as  used  for  exploring  the  kidney.  It  is  fairly  a  matter 
of  choice  whether  the  stone  be  removed  by  incision  through 
the  kidney  substance  or  directly  through  the  pelvis  of  the  kid- 
ney or  by  incising  the  ureter  itself.  The  danger  of  urinary 
fistula  from  incision  into  the  ureter  is  extremely  slight  if  the 
passage  to  the  bladder  is  free.  If  drainage  is  desired  ureter- 
otomy is  not  advisable.  Direct  drainage  of  the  pelvis  of  the 
kidney  is  of  course  preferable  just  as,  in  a  case  of  stone  in  the 
cystic  duct,  we  prefer  to  drain  the  gall  bladder  by  incising  the 
gall  bladder  itself  and  do  not,  unless  unavoidable,  drain 
throughf  the  cystic  duct.  And  since  we  believe  that  most 
ureter-stones  originate  in  the  kidney  pelvis,  the  pelvis  of  the 
kidney  should  be  drained  in  almost  all  cases  even  though  con- 
ditions for  natural  drainage  may  be  favorable. 

The  best  operative  method  for  stones  in  the  lower  ureter, 
that  is,  from  the  point  where  the  ureter  crosses  the  common 
iliac  artery  to  the  vesical  portion,  is  still  under  discussion.  I 
believe  with  most  surgeons  that  ureteral  stones  are  mostly 
secondary.  Primary  stones,  rare  as  they  may  be,  must  be  due 
to  a  local  cause  (irritation,  foreign  body,  kinking  of  the  ureter 
by  adhesions,  etc.).  However,  we  possibly  underestimate  the 
frequency  of  primary  ureter-stones  since  in  the  vast  majority 
of  cases  only  one  stone  has  been  found.  (If  the  kidney  is  the 
originator  of  the  stones,  why  do  we  so  frequently  find  only 
one?)  Formerly  we  believed  that  ureter-stones  near  the  pel- 
vis of  the  kidney  and  near  the  vesical  orifice  were  much  more 
frequent  than  those  in  the  lower  ureter.  With  the  aid  of  the 
X-ray,  we  have  found  that  this  is  not  true.  They  number 
perhaps  50^  or  more  of  all  ureteral  stones  and  had  simply 
not  been  diagnosed. 

The  operation  must  aim  (1)  to  remove  the  stone  or  stones 
in  order  to  avoid  the  well-known  dangerous  consequences  to 
the  kidney  and  (2)  to  prevent  the  recurrence  of  the  stone. 

If  our  sole  object  were  to  remove  a  stone  from  the  ureter 
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during  its  course  through  the  pelvis,  the  following  extra-peri- 
toneal method  would  suffice:  a  straight  incision  parallel  to 
the  external  border  of  the  rectus  muscle  extending  from  the 
semilunar  fold  of  Douglas  to  the  pubis.  The  peritoneum  is 
not  opened  but  pushed  toward  the  middle  line  and  with  it,  as 
a  rule,  the  ureter  appearing  as  a  whitish  or  yellowish  whitish 
tape.  It  is  surprisingly  simple  to  expose  the  ureter  in  this 
manner  from  the  brim  of  the  pelvis  to  the  bladder  (about  four 
inches  in  extent).  Instead  of  making  an  incision  in  the  linea 
Spigelii  it  may  of  course  also  be  made  a  little  further  inward. 
In  that  case  it  exposes  and  splits  the  anterior  sheath  of  the 
rectus  muscle,  the  muscle  itself  being  either  cut  or  pushed  aside. 
In  view  of  the  necessary  drainage,  this  incision  is,  in  my  opin- 
ion, preferable  to  the  low  gridiron  operation,  since  it  inter- 
feres less  with  the  muscular  support  of  the  abdominal  wall. 
The  removal  of  the  stone  is  then  usually  an  easy  matter. 

However,  as  stated,  this  method  takes  into  consideration 
only  the  removal  of  the  stone,  and  leaves  entirely  out  of  ques- 
tion the  second  point — the  prevention  of  a  recurrence  of  stone 
formation.  It  seems  evident  to  me  that  the  mere  removal  of 
a  stone  from  the  lower  ureter  does  not  in  any  way  guarantee 
the  complete  cure  of  the  patient,  and  here  as  always  it  must  be 
our  endeavor  to  remove  not  only  the  effect  but  the  cause  (ces- 
sante  causa,  cessat  effectus). 

Morris  attributes  lodgement  of  a  ureter-stone  in  the  bend 
of  the  ureter  to  the  curve  made  by  the  ureter.  The  ureter- 
stone  near  the  pelvis  of  the  kidney  is  also  usually  found  where 
the  ureter  bends  forward  over  the  psoas  muscle.  Again  the 
lodgement  of  a  stone  may  be  due  to  narrowing  or  constriction 
of  the  ureter,  the  normal  size  at  the  three  points  where  ureter- 
stones  are  usually  found  being  1/7  inch,  1/4  inch,  1/10  inch 
respectively. 

I  fully  agree  that  the  origin  of  the  majority  of  ureter-stones 
is  in  the  kidney  and  that  they  are  merely  arrested  in  the  part 
of  the  ureter  now  under  consideration.  Some  stones,  however, 
are  probably  formed  there.  In  the  former  instance  we  have 
to  explain  the  lodging  of  the  stone  in  this  particular  place, 
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in  the  latter,  the  origin  and  lodging  at  this  particular  place, — 
the  widest  of  all  three  places — just  mentioned. 

There  is  to  my  mind  nothing  more  likely  than  that,  in  men, 
an  inflammatory  condition  of  the  appendix,  in  women  a  like 
condition  or  adhesions  around  tubes  and  ovaries  or  in  connec- 
tion with  retroflexion  of  the  uterus  might  cause  ureteritis  or 
peri-ureteritis  or  produce  a  kink  in  the  ureter  or  at  least  in- 
crease the  normal  bend  of  the  ureter  at  this  point.  In  this  way 
small  stones  coming  down  from  the  kidney  may  be  retained 
and  increase  in  size  in  loco,  and  in  this  way  a  ureter-stone  may 
begin  to  form  about  a  small  nucleus  of  mucus. 

I  therefore  advocate  an  operation  that  permits  the  examina- 
tion of  these  organs  and  the  necessary  steps  for  their  repa- 
ration or  removal.  Such  an  examination  can  be  satisfactorily 
made  only  after  opening  the  peritoneal  cavity  and,  in  my  opin- 
ion, it  should  be  made  in  all  cases,  especially,  however,  if  the 
stone  is  on  the  right  side,  for  then  only  can  it  be  ascertained 
whether  the  appendix  is  diseased  and  whether  adhesions  around 
it  are  not  indirectly  to  blame  for  the  ureter-stone.  Before  em- 
ploying this  technique  I  had  two  cases  in  each  of  which  I  had 
to  remove  the  appendix  after  having  previously  removed  a 
ureter-stone.  The  intraperitoneal  beginning  of  the  operation 
is  of  advantage  not  only  for  the  above  reason,  but  because  in 
a  great  many  cases  the  finding  of  the  stone  is  made  more  easy. 
After  locating  the  stone,  the  peritoneum,  if  infection  be  feared, 
may  be  closed  at  once,  but  had  better  be  kept  open  as  advised 
by  Gibbons,  to  facilitate  the  removal  of  the  stone  with  the  aid 
of  the  finger  in  the  peritoneal  cavity.  The  finger  is  placed 
against  the  stone,  the  peritoneum  pushed  off  from  the  abdomi- 
nal wall  and  the  stone  removed  extra-peritoneally.  The  peri- 
toneum is  then  closed  and  the  rest  of  the  incision  sutured  in  the 
usual  manner  down  to  the  lowest  point,  through  which  a  drain 
(no  unprotected  gauze)  is  passed  to  (not  into)  the  small  open- 
ing in  the  ureter.  A  nick  in  the  ureter  wall  is  sufficient  to  per- 
mit the  extraction  of  a  good-sized  stone.  It  is  advisable  to 
push  the  stone  up  a  little  ways  from  its  lodging  place  so  that 
the  little  cut  does  not  strike  the  inflamed  or  ulcerated  part  of 
the  ureter  wall.    I  have  never  tried  and  do  not  expect  to  try 
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(certainly  not  in  men)  to  push  the  stone  into  the  bladder,  since 
the  opening  in  the  ureter  heals  very  quickly.  Frequently 
hardly  any  urine  is  discharged  through  the  drain.  It  is  cer- 
tainly not  advisable  to  attempt  to  suture  the  ureter,  which 
necessitates  lifting  it  from  its  bed  and  risking  necrosis  of  its 
wall.  Besides  it  is  entirely  superfluous  since  the  small  incision 
in  the  ureter  heals  as  a  rule  very  rapidly,  usually  in  less  than 
two  weeks,  and  the  drain-opening  a  few  days  later.  Oc- 
casionally the  stone  in  the  ureter  is  only  felt  and  the  ureter  not 
distinctly  seen.  That  sewing  in  such  a  case  is  not  possible  is 
evident. 

The  proper  treatment,  then,  for  stone  in  the  lower  ureter 
is,  in  my  opinion,  a  laparotomy,  which  allows  a  thorough  ex- 
amination into  possible  causes  for  the  lodging  of  the  stone  or 
for  the  origin  of  the  stone  in  situ ;  removal  of  the  cause,  if 
found,  intra-peritoneally  and  then  removal  of  the  stone  from 
the  ureter  extra-peritoneally  by  pushing  away  the  peritoneum 
as  above  described.  That  this  method  should  of  course  be  em- 
ployed if  the  diagnosis  is  doubtful  needs  hardly  to  be  men- 
tioned and  that  a  definite  diagnosis  cannot  always  be  made 
needs  not  to  be  discussed.  In  spite  of  most  painstaking  ex- 
amination some  cases  remain  doubtful.  That  furthermore  the 
combination  of  appendicitis  and  ureter-stones  is  not  rare  is 
proved  by  cases  reported  in  literature  (Gibbons,  Deaver  and 
others),  the  two  cases  of  mine  before  mentioned  and  two  more 
cases  in  which  I  employed  this  method  and  removed  a  badly 
diseased  appendix  and  ureter-stone.  In  all  these  cases  the 
ureter-stone  was  located  about  ii  to  2  inches  from  the  pelvic 
brim. 

Positive  evidence  of  a  ureter-stone  therefore  instead  of 
causing  us  to  exclude  other  diseased  conditions  in  this  locality, 
should  make  us  suspicious  of  them.  The  only  operation  which 
answers  all  demands  is  the  combined  intra-  and  extra-peritoneal 
uretero  lithotomy. 

To  summarize:  The  proper  treatment  for  stone  in  the 
lower  ureter  is  the  combined  intra-  and  extra-peritoneal  uretero 
lithotomy.  The  intra-peritoneal  part  of  the  operation  serves 
for  exploration  and  for  the  removal  of  conditions  which  are 
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possible  etiological  factors  in  the  lodging  and  formation  of 
stone.  It  also  frequently  makes  the  finding  of  the  stone  easier. 
The  extra-peritoneal  steps  serve  for  the  removal  of  the  stone. 

(Stones  higher  up  at  the  crossing  of  the  ureter  and  the 
iliac  vessels  can  be  removed  by  this  combined  route,  as  de- 
scribed and  first  emphasized  by  Gibbons.  Should  it  be  diffi- 
cult to  push  the  perineum  back  far  enough,  it  might  become 
necessary  to  add  McBurney's  gridiron  incision.  In  this  way 
a  flap  is  formed  which  gives  complete  access  to  the  whole 
ureter  from  its  point  of  crosing  with  the  iliac  vessels  to  the 
bladder.  The  shape  of  the  entire  incision  is  analogous  to  the 
cut  described  by  Fowler  for  the  extra-peritoneal  removal  of 
ureter-stones  in  the  lower  ureter  and  now  frequently  advocated 
for  the  ligation  of  the  common  iliac  artery.) 


A  SYMPOSIUM  ON  THE  TREATMENT  OF  GONOR- 
RHEA IN  THE  MALE 

A CLINICAL  debate  on  the  treatment  of  gonorrhea  in 
the  male  was  held  at  the  Chelsea  Clinical  Society. 
Mr.  C.  F.  Marshall  introduced  the  discussion, 
taking  as  his  subject  the  treatment  of  chronic  gonorrheal  ure- 
thritis. He  remarked  that  it  was  of  common  occurrence  to 
see  out-patients  continuing  injections  for  months,  or  even  years, 
merely  on  account  of  the  persistence  of  a  slight  discharge. 
Naturally,  as  long  as  these  injections  are  continued,  the  dis- 
charge is  quite  apt  to  be  kept  up. 

The  causes  of  chronic  gonorrhea  should  be  considered. 
These  are,  first,  neglect  of,  or  imperfect  treatment  in  the  acute 
stage.  Secondly,  too  prolonged  or  too  energetic  local  treat- 
ment; and,  thirdly,  the  presence  of  stricture.  Fourthly,  one 
should  consider  the  differences  in  the  seed  and  the  soil — that 
is  to  say,  the  virulence  of  the  specific  organism  and  the  pa- 
tient's power  of  resistance.  There  is  no  doubt  that  the  pro- 
phylactic treatment  of  chronic  gonorrhea  consists  in  a  thorough 
treatment  of  the  early  stages.  Local  treatment  by  injection 
or  irrigation  should  be  resorted  to  as  soon  as  possible,  because 
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it  is  only  in.  this  stage  that  the  gonococci  can  be  successfully 
attacked.  In  a  very  short  time  the  organism  penetrates  the 
epithelium,  reaching  the  sub-epithelial  tissues,  where  it  is  not 
accessible  to  the  action  of  the  injection. 

As  to  too  prolonged  or  too  energetic  local  treatment.  When 
the  gonococcus  has  reached  the  sub-epithelial  tissues  no  amount 
of  injection  or  irrigation  will  reach  it,  and,  moreover,  the 
action  of  local  remedies  is  still  further  impeded  when  the 
change  is  taking  place  in  the  epithelium  itself.  The  cylindrical 
epithelium  of  the  urethra  becomes  keratinized  and  transformed 
into  stratified  horny  epithelium.  These  changes  also  affect  the 
glandular  ducts  of  the  urethra,  and  consequently  we  can  hardly 
expect  that  a  fluid  injected  can  penetrate  this  hide-bound  ure- 
thra and  reach  the  cocci  hidden  underneath.  Motz  has  en- 
deavored to  overcome  this  difficulty  by  injections  of  protargol, 
hermophenol,  glycerin  and  cocaine,  the  injection  being  retained 
for  about  an  hour  by  occlusion  of  the  meatus.  The  glycerin 
is  said  to  soften  the  keratinized  epithelium  and  allow  the  pene- 
tration of  the  other  drugs.  The  objection  to  this  treatment  is, 
that  in  chronic  gonorrheal  urethritis,  the  process  is  usually 
localized  to  certain  portions  of  the  urethra,  generally  the  pros- 
tatic, and  that  this  process  of  epithelial  softening  does  not 
discriminate  between  the  normal  and  diseased  portions.  The 
difficulty  in  the  treatment  of  the  urethra  is  that  we  are  work- 
ing in  the  dark  and,  in  most  cases,  we  cannot  see  what  is  being 
done,  even  when  the  urethroscope  is  used. 

Specialists  in  other  branches  of  medical  science  often  have 
the  advantage  over  us  in  that  they  can  sometimes  see  what  they 
are  doing. 

In  nearly  all  cases  of  chronic  gonorrhea,  the  process  is  lo- 
calized in  the  urethral  glands  and  follicles,  and  these  are  pro- 
tected against  the  action  of  injected  fluids  by  the  hardened 
epithelium.  Therefore,  all  kinds  of  injections  and  irrigations 
appear  to  be  of  little  value.  Not  only  are  they  almost  useless, 
but  actually  do  harm  if  continued  for  weeks  or  months,  be- 
*  cause  they  induce  urethral  catarrh,  which,  itself,  renders  the 
canal  more  liable  to  fresh  gonococcal  infection,  either  from  a 
fresh  contamination  or  from  auto-infection.    In  his  latest  ar- 
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tide,  Neisser  remarks  that  the  continuance  of  irritating  injer. 
tions  favors  the  growth  of  the  gonococcus  by  maintaining  se- 
rous infiltration  of  the  urethral  mucosa.  The  same  objection 
applies  to  instillation  of  nitrate  of  silver,  and  it  may  be  ques- 
tioned how  a  drop  of  this  salt  placed  on  the  surface  of  the 
mucosa  can  affect  a  focus  of  cocci  in  the  urethral  glands  whose 
ducts  are  plugged  by  keratinization. 

As  to  dilatation  by  sounds,  this  method  is  only  applicable  to 
chronic  anterior  urethritis,  because  the  largest  sound  which 
will  pass  the  penile  urethra  will  not  dilate  the  bulbous  or  pros- 
tatic. Some  authors  recommend  gentle  massage  of  the  urethra 
over  the  sound,  in  order  to  express  the  contents  of  the  follicles 
and  glands.  The  objection  to  this  is  that  gonococci  may  re- 
infect lacerations  of  the  urethra  caused  by  the  passage  of  the 
sound.  Massage  of  the  prostate  is  advocated  by  American 
surgeons  in  cases  of  prostatic  gonorrhea,  in  which  there  are  lo- 
calized foci  in  the  prostatic  glands.  According  to  Jadassohn 
gonococci  generally  die  soon  when  incarcerated,  and  every- 
thing should  be  avoided  which  disturbs,  and  prostatic  massage 
often  results  in  epididymitis.  Hence,  it  may  be  wiser  to  let 
sleeping  dogs  lie.  It  may  be  objected  that  any  focus  of  cocci 
may  be  the  starting  point  of  general  gonorrheal  infection. 
This  is  possible,  but  it  is  more  likely  that  general  infection 
will  be  caused  by  disturbing  them  than  by  leaving  them  alone. 

There  are  probably  few  instruments  which  have  been  more 
abused  than  the  urethroscope,  and,  as  has  been  remarked  by 
the  late  R.  W.  Taylor,  it  is  much  to  be  regretted  that  it  has 
been  used  much  like  a  toy  or  simply  as  a  surgical  hobby.  On 
the  other  hand,  it  must  be  admitted  that  the  urethroscope, 
when  properly  and  conservatively  used,  is  of  use  in  making  a 
diagnosis  and  carrying  out  the  treatment  in  some  cases  of 
chronic  urethritis.  It  should  only  be  used  for  simultaneous 
diagnosis  and  treatment,  and  never  should  be  employed  in 
acute  or  recent  cases. 

The  urethroscope  has  advantages  over  other  methods  in 
that  it  exposes  to  view  the  surface  of  the  urethra.  It  is  diffi- 
cult to  expose  the  posterior  urethra  with  this  instrument.  It 
is  useful  in  the  treatment  of  chronic  inflamed  glands  of  Littre 
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and  the  lacunas  of  Morgagni  in  the  anterior  urethra  by  means 
of  nitrate  of  silver.  In  all  instrumental  treatment  of  the 
urethra  one  should  remember  that  we  are  dealing  with  a 
sensitive  and  damaged  mucosa,  and  that  we  can  only  imper- 
fectly observe  the  extent  of  that  damage.  In  cases  of  gonor- 
rhea combined  with  stricture  it  may  be  truly  said  that  in  the 
treatment  we  are  between  the  devil  and  the  deep  sea.  The 
stricture  must  be  dilated,  but,  in  so  doing,  we  are  liable  to 
open  up  channels  for  deeper  gonorrheal  infection.  In  such 
cases  dilatation  should  be  combined  with  irrigation. 

Cases  have  been  recently  reported  in  America  of  gonorrheal 
urethritis  treated  by  inoculation  with  cultures  of  gonococci. 
Sir  Almroth  Wright  has  gone  still  further  and  practiced  inoc- 
ulations in  cases  of  gleet  under  the  control  of  the  opsonic  index, 
and  his  main  point  is  that  gleet  is  due  to  other  organisms  than 
the  gonococcus,  and  that  it  is  necessary  to  discover  the  organ- 
ism in  the  discharge  and  inoculate  against  it.  As  yet,  it  is  too 
early  to  express  an  opinion  as  to  the  value  of  this  treatment, 
but  the  conclusions  that  Dr.  Marshall  has  come  to  are  these: 
that  the  best  preventive  treatment  of  chronic  gonorrhea  is 
early  and  thorough  treatment  of  the  acute  stage;  that  all 
forms  of  local  treatment  in  chronic  gonorrhea  are  more  or  less 
unsatisfactory;  that  many  of  the  complications  of  chronic  gon- 
orrhea and  many  cases  of  chronic  urethritis  are  caused  as  much 
by  excessive  local  interference  as  by  the  specific  organism  it- 
self; that,  in  all  cases  of  chronic  gonorrhea,  the  power  of  re- 
sistance of  the  patient  should  be  increased  by  general  treat- 
ment, especially  when  he  is  suffering  at  the  same  time  from 
other  diseases,  such  as  tuberculosis  or  syphilis. 

Mr.  Charles  Ryall  remarked  that  there  are  numerous  opin- 
ions as  to  the  treatment  of  gonorrhea,  and  in  what  was  to  be 
said  he  intended  only  to  give  the  conviction  which  was  the 
outcome  of  his  own  experience.  In  the  expectant  treatment  the 
patient  is  put  to  bed  and  general  medical  measures  are  adopted- 
No  local  remedies  are  either  recommended  or  resorted  to, 
because  local  applications  are  considered  mischievous,  and,  to 
the  advocates  of  the  expectant  treatment,  they  are  regarded  as 
mischievous  in  the  extreme.    Therefore,  the  expectant  treat- 
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ment  hopes  for  the  disease  to  undergo  natural  cure.  On  the 
other  hand,  the  advocates  of  the  active  treatment  believe  that 
the  proper  way  to  treat  gonorrhea  is  by  the  application  of  rem- 
edies to  the  affected  part,  the  disease  being  attacked  in  a  more 
or  less  energetic  way,  with  a  view  of  curing  the  infection. 
Personally,  he  was  an  advocate  of  the  active  treatment  and, 
from  his  experience,  it  was  the  form  which  he  unhesitatingly 
recommended. 

Gonorrhea  is  an  infectious  inflammation  of  the  urethra.  It 
begins  in  the  urethral  mucosa  immediately  behind  the  fossa 
navicularis,  and  tends  to  spread  backwards  as  well  as  into  the 
sub-mucosa.  It  does  not  remain  localized,  but  spreads  back- 
wards along  the  urethra;  this  backward  extension  is  not  due 
to  local  applications,  but  is  natural.  Extending  backward,  Ft 
comes  to  the  compressor  urethrae,  and  it  is  the  belief  of  many 
that  this  muscle  offers  a  natural  barrier  to  further  extension  of 
the  disease  into  the  posterior  urethra.  Now,  in  point  of  fact, 
the  mucosa  of  both  the  posterior  and  anterior  urethra  are  con- 
tinuous, and,  as  gonorrhea  is  an  infectious  inflammation  of  the 
mucosa,  the  compressor  urethrae  can  offer  no  more  resistance 
to  the  spread  of  infection  than  can  an  elastic  band.  Gonor- 
rheal infection,  in  the  natural  course  of  events,  tends  to  spread 
backwards,  and,  in  consequence  of  this,  the  entire  urethral  canal, 
and  not  one  part  of  it  alone,  must,  for  all  practical  purposes 
of  treatment,  be  considered  as  the  possible  site  of  disease. 
Clinically,  the  backward  extension  is  not  generally  recognized, 
because  by  the  time  the  gonococci  reach  and  infect  the  poste- 
rior urethra  their  virulence  in  many  cases  has  to  a  considerable 
extent  subsided.  Infection  of  the  posterior  urethra  will,  there- 
fore, take  place  without  giving  rise  to  any  very  acute  symp- 
toms or  marked  evidence  of  its  presence.  As  gonorrhea  is  a 
spreading  infection,  therein  lies  its  gravity,  and  it  is  for  this 
reason  mainly  that  he  is  a  strong  advocate  of  active  measures 
and  convinced  that  it  is  the  proper  treatment  to  adopt  from 
the  commencement  of  the  disease. 

As  a  local  method  of  treatment,  Mr.  Ryall  said  that  he  was 
a  strong  advocate  of  irrigation  and  believed  that  it  should  be 
applied  as  early  as  possible  in  the  course  of  the  disease.  Hav- 
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ing  listened  to  what  had  been  said  by  different  men  about 
irrigation,  he  had  the  impression  that  there  seemed  to  be  some 
misconception  as  to  what  was  meant  by  this  method  of  treat- 
ment. When  he  referred  to  irrigation,  he  meant  the  washing 
out  of  the  lower  urinary  tract,  without  the  use  of  any  instru- 
ment passed  into  the  urethra,  only  using  a  glass  nozzle  fitting 
the  meatus.  Irrigation  is  accomplished  by  knowing  how  to 
make  the  patient  relax  the  compressor  urethrae.  It  does  not 
require  any  great  pressure  of  fluid,  and,  in  fact,  as  long  as 
the  irrigator  is  at  least  one  foot  above  the  patient's  hips,  irri- 
gation may  be  carried  out.  Placing  it  higher  than  this  is  not 
conducive  to  the  patient's  comfort  or  welfare.  Irrigation  can 
be  very  easily  accomplished  and  requires  no  great  skill,  but 
some  little  practice.  By  this  method  the  entire  lower  urinary 
tract,  including  the  posterior  and  anterior  urethra,  and  even  the 
bladder,  can  be  satisfactorily  flushed.  In  difficult  cases,  when 
the  compressor  cannot  be  readily  relaxed,  this  difficulty  can  be 
overcome  by  the  application  of  cocaine.  He  did  not  advise 
irrigation  by  means  of  the  passage  of  instruments,  as  this  was 
always  fraught  with  a  certain  amount  of  danger. 

Now,  as  to  what  irrigation  does.  Take  an  ordinary  patient, 
with  a  thick,  purulent,  discharge,  much  pain  and  scalding,  and 
even  with  acute  infection  of  the  posterior  urethra,  and,  per- 
haps, chordee.  One  irrigation,  with  the  proper  solution,  will 
reduce  the  thick,  purulent  discharge  to  a  thin,  watery  one.  It 
will  relieve  the  pain  and  chordee,  and  also  the  strangury 
arising  from  the  posterior  urethritis.  No  other  treatment  can 
do  so  much  in  such  a  short  time,  and  he  believed  that  this 
amount  of  relief  also  justifies  one  in  carrying  out  this  treat- 
ment. And  not  only  does  it  relieve  these  urgent  symptoms, 
but  where  the  posterior  urethritis  is  not  yet  present,  it  was 
his  belief  that  it  prevents  infection  of  this  part  of  the  canal 
and  the  consequent  liability  to  epididymitis,  and,  moreover,  it 
tends  to  an  early  cure  of  the  disease.  Personally,  he  thought 
there  was  nothing  better  in  the  acute  stage  than  dilute  solu- 
tions of  potassium  permanganate,  and  the  next  best  remedy 
was  either  hot  boric  acid  solution,  or  hot  water. 
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The  irrigation  should  be  carried  out  frequently — at  least 
two  or  three  times  daily — if  early  recovery  is  to  be  expected 
or  any  rapid  results  from  the  treatment.  While  this  is  being 
done  rest  is  essential,  as  exercise  is  exceedingly  harmful  for 
this  condition,  and  will  not  only  retard  recovery,  but  will  con- 
duce to  the  development  of  complications,  arising  from  the 
spread  of  infection.  As  to  the  evil  consequences  of  irrigation, 
of  which  much  has  been  said,  they  should  not  be  considered 
seriously.  It  is  stated  that  they  cause  backward  spread  of  the 
disease,  but,  as  Mr.  Ryall  had  already  explained,  some  author- 
ities almost  led  one  to  believe  that  the  gonococci  made  an  on- 
ward march  as  far  as  the  compressor,  where  their  further  prog- 
ress was  barred  by  this  natural  barrier.  They  are,  metaphor- 
ically speaking,  knocking  at  the  door,  but  are  unable  to  gain 
an  entry  into  the  posterior  urethra.  At  last  their  opportunity 
comes  when  some  advocate  of  the  active  treatment  pushes 
them  through  by  means  of  irrigation,  and  thus  infects  the  pos- 
terior urethra.  He  maintained  that  infection  arises  without 
this  and  that  irrigation  prevents  it. 

Apart  from  irrigation  causing  infection  in  the  posterior  ure- 
thra, it  is  also  supposed  to  cause  infection  of  the  bladder.  But 
infection  of  the  bladder  in  gonorrhea  is  extremely  rare.  Much 
confusion  seems  to  have  arisen  between  the  diagnosis  of  pos- 
terior urethritis  and  inflammation  of  the  bladder.  The  symp- 
toms are  so  very  similar  that  where  a  violent  attack  of  poste- 
rior urethritis  comes  on,  with  frequency  of  micturition,  strang- 
ury and  pain,  it  is  frequently  mistaken  for  cystitis.  As  a  mat- 
ter of  fact,  it  is  very  rare  for  gonorrhea  to  spread  to  the 
bladder  and  cause  cystisis,  although  he  admitted  that  there  are 
occasions  when  it  does  occur.  The  majority  of  these  are  when, 
owing  to  instruments  being  passed,  infection  has  been  carried 
into  the  bladder,  and  the  organ  being  injured  by  these  instru- 
ments, the  gonococci  have  thus  been  enabled  to  grow  and  cause 
cystitis. 

Another  debatable  point  in  the  treatment  of  gonorrhea  is 
as  to  what  should  be  done  when  complications  arise.  The 
commonest  complication  is  posterior  urethritis  and  extension 
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to  the  epididymis.  The  speaker  advocated  active  treatment 
when  such  a  complication  as  posterior  urethritis  arises,  and 
also  the  same  treatment  when  epididymitis  is  present.  One 
has  only  to  think  what  are  the  possibilities  of  infection  of  the 
posterior  urethra.  The  disease  so  readily  spreads  to  the  ad- 
nexa,  where  it  may  become  difficult  to  cure,  and  where  infec- 
tion may  lurk  for  many  years  and  be  a  source  of  danger,  not 
only  to  the  patient,  but  also  to  others.  If  there  is  any  occa- 
sion during  gonorrhea  when  active  measures  must  be  adopted 
to  cure  the  disease,  it  is  certainly  when  the  posterior  urethra 
is  infected,  and,  if  it  refuses  to  respond  to  irrigations  of  potas- 
sium permanganate,  he  advocates  applications  of  a  solution  of 
silver  nitrate,  five  or  ten  grains  to  the  ounce,  to  the  posterior 
urethra.  Also  in  epididymitis,  active  measures  are  again  indi- 
cated and  here  irrigation  gives  most  satisfactory  results,  and 
is  generally  followed  by  relief  of  pain,  tenderness  and  swelling. 
This  could  only  be  accounted  for  by  the  curative  action  of 
irrigation  of  the  posterior  urethra,  which  is  the  starting  point 
of  the  infected  epididymis.  In  very  intractable  cases  severer 
measures  have  to  be  adopted,  and  here  again,  he  believes  in 
the  application  of  silver  nitrate  solution  to  the  posterior  ure- 
thra. While  much  infection  persists  in  the  posterior  urethra, 
epididymitis  is  always  slow  in  clearing  up,  and  is  also  liable  to 
relapse. 

As  to  the  applications  to  the  inflamed  epididymis,  he  be- 
lieved they  were  of  little  use,  excepting  applications  of  heat 
and  cold.  The  same  may  be  said  for  treatment  by  medicated 
suppositories,  not  only  in  epididymitis,  but  also  in  infection  of 
the  posterior  urethra  and  its  adnexa.  He  thought  that  one 
might  as  well  place  a  bismuth  plaster  on  the  epigastrium  in  a 
case  of  gastric  ulcer,  with  the  hope  of  relief,  as  to  expect  a 
medicated  suppository  in  the  rectum  to  have  any  effect  on  the 
posterior  urethra. 

For  the  inflamed  testicle,  rest,  application  of  heat,  and  ele- 
vation of  the  inflamed  part,  combined  with  local  applications 
to  the  posterior  urethra,  give  most  satisfactory  results.  And, 
if  anything  further  than  that  is  required,  he  had,  on  many 
occasions,  found  a  modified  Bier's  treatment  as  being  the  most 


428      AMERICAN  JOURNAL  OF  UROLOGY 


efficacious.  This  treatment  is  now  used  in  some  acute  infec- 
tions, but  years  ago  Valentine  found  that  a  constricting  band 
of  adhesive  plaster  placed  above  the  inflamed  testicle  resulted 
most  beneficially. 

As  to  the  value  of  the  endoscope,  he  thought  that,  in  some 
conditions,  it  was  of  great  value,  but  that  it  had  been  much 
overestimated.  In  some  hands,  the  endoscope  is  but  a  play- 
thing, but,  at  the  same  time,  he  could  only  say  that,  in  ques- 
tions of  diagnosis,  and  especially  where  there  are  complicated 
strictures,  the  endoscope  is  of  great  value.  He  greatly  de- 
plored the  fact  that  the  public  have  been  taught  to  look  upon 
an  attack  of  gonorrhea  as  a  harmless  and  most  innocent  sort 
of  thing;  to  be  treated  with  levity,  when,  as  a  matter  of  fact, 
it  is  an  exceedingly  serious  disease  and  its  gravity  should  al- 
ways be  explained  to  the  patient.  When  once  present,  every 
measure  should  be  adopted  to  eradicate  it,  and  also  to  see  that 
it  is  really  eradicated.  It  is  the  cause  of  great  suffering,  not 
only  to  the  male,  but  to  the  female  as  well,  and  we  all  know 
how  serious  are  the  results  following  gonorrheal  infection  of 
the  uterus  and  adnexa. 

Mr.  Wyndham  Powell  said  that,  with  regard  to  the  abor- 
tive treatment  in  the  acute  stage,  if  the  patient  came  on  the 
first  day  within  a  few  hours  of  the  initial  symptoms,  silver 
nitrate  should  be  used  for  the  anterior  one  and  a  half  or  two 
inches  of  the  urethra  of  a  strength  of  five  grains  to  the  ounce, 
thoroughly  applied  with  a  small  syringe,  six  or  eight  times, 
taking  one  or  two  minutes  over  the  proceeding.  The  patient 
grips  the  penis  with  the  finger  and  thumb  at  the  proper  spot. 
In  a  number  of  instances  the  disease  would  be  aborted  by  that 
method.  If  the  infection  were  between  one  and  two  days  old 
when  first  seen,  two  inches  or  two  and  one-half  inches  of  the 
urethra  should  be  treated  with  a  stronger  solution,  seven  or 
rarely  ten  grains  to  the  ounce,  and  the  whole  anterior  urethra 
irrigated  with  a  i  :2000  permanganate  as  well.  He  does  not 
usually  repeat  the  silver,  but  begins  the  irrigations,  if  neces- 
sary, on  the  following  day.  In  the  case  of  suspicious  inter- 
course, before  the  appearance  of  any  discharge,  the  five  grains 
to  the  ounce  treatment  should  be  applied  for  one  and  one- 
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half  inches,  and  then  there  would  certainly  be  no  attack.  If 
the  discharge  had  been  in  existence  more  than  a  couple  of 
days  it  was  better  to  commence  with  the  permanganate  at  once. 
If  the  patient  came  with  a  discharge,  and  there  was  uncer- 
tainty as  to  whether  it  had  existed  three,  four,  or  more  days, 
the  anterior  part  was  washed  out  thoroughly  with  hot  water, 
using  a  couple  of  pints  with  some  pressure,  and  then  let  him 
pass  water,  and  see  if  there  was  anything  in  the  posterior  ure- 
thra. If  not,  the  disease  could  be  kept  in  the  anterior  part 
if  the  irrigations  were  properly  used.  He  was  sure  that  the 
height  of  a  couple  of  feet  for  the  irrigator  can  was  not  enough. 
He  was  in  the  habit  of  using  as  much  pressure  as  he  thought 
the  compressor  muscle  would  be  able  to  resist.  It  was  possible 
to  balloon  the  urethra  fairly  rapidly  and,  in  that  way,  to  put 
the  muscle  on  the  alert,  having  the  patient  standing  up.  Then, 
five  or  six  feet  pressure  could  be  used.  The  nozzle  is  put 
into  the  meatus,  and  with  the  finger  and  thumb  of  the  left  hand 
closing  the  meatus,  the  pressure  could  be  estimated  better  than 
in  any  other  way.  It  was  a  sort  of  safety  valve,  and  there 
was  no  need  to  give  full  pressure  by  closing  the  meatus  abso- 
lutely unless  it  was  so  desired.  The  ballooning  of  the  urethra 
was  obtained  by  closing  the  meatus  rhythmically  about  twice 
a  second.  In  that  way  the  infection  could  almost  certainly  be 
prevented  from  spreading  to  the  posterior  urethra. 

Posterior  urethritis  was  not  a  complication;  the  disease 
spread  there  in  the  usual  way  in  from  70  to  90  per  cent,  of 
the  cases.  Before  he  did  so  much  irrigation,  and  since,  he 
had  never  neglected  to  wash  out  the  anterior  urethra  with  a 
pint  or  two  of  hot  water  to  see  if  the  posterior  urethra  was 
affected;  it  could  be  determined  by  the  slight  mucus  or  shreds 
in  the  urine  which  was  passed.  In  this  way  it  could  be  diag- 
nosed at  least  twenty-four  hours  earlier  than  by  the  two-glass 
test.  If  the  disease  was  commenced  to  be  treated  before  it 
had  passed  the  muscle  it  could  be  prevented  from  getting  be- 
yond it.  No  instrument  should  be  used.  He  had  had  two 
cases  lately  in  which  the  catheter  had  been  passed  to  irrigate 
the  posterior  urethra  in  gonorrhea,  and  in  both  of  them  acute 
prostatitis  had  been  set  up.    If  the  disease  had  spread  to  the 
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posterior  urethra,  he  did  not  forget,  that,  unless  he  could  have 
the  man  at  rest,  he  would  not  irrigate  the  posterior  urethra  in 
an  acute  case  and  let  the  man  walk  about,  because  of  the  lia- 
bility to  prostatitis. 

It  is  of  the  utmost  importance  to  recognize  the  posterior  in- 
vasion early,  for,  like  the  anterior,  that  is  the  time  to  abort  it. 
If  the  patient  was  at  rest  he  would  use  a  little  2  per  cent,  solu- 
tion of  cocaine,  putting  20  to  30  minims  in  with  a  small  syr- 
inge, or  eye-dropper,  rubbing  the  bulb  in  a  backward  direction 
(to  force  it  into  the  posterior  part)  underneath,  and  allowing 
it  to  remain  a  couple  of  minutes,  and  then  irrigate  from  a 
height  of  four  or  five  feet  with  the  patient  on  a  couch.  In 
that  way  no  irritation  was  caused  in  any  part  from  excessive 
force  of  the  irrigation.  The  strength  of  permanganate  he 
generally  used  for  anterior  irrigations  was  1  in  1500  once 
daily.  He  did  not  use  it  weaker  unless  there  was  some  special 
cause  for  doing  so.  Simpler  solutions  were  boric  acid  and 
mercury  oxycyanide,  1  in  5000.  In  irrigating  the  posterior 
urethra,  if  the  prostate  was  involved,  he  would  not  do  it  at  all 
until  the  prostatic  inflammation  had  practically  subsided,  and 
then  he  would  apply  a  2  per  cent,  solution  of  cocaine,  and  irri- 
gate with  weak  permanganate  from  a  height  of  four  feet.  In 
hyper-acute  cases  of  anterior  urethritis  weak  solutions  should 
be  used  twice  daily.  The  vast  majority  of  patients  with  gon- 
orrhea recovered  perfectly  nowadays.  A  certain  number  had 
residual  gonorrhea,  lasting  for  many  years.  If  there  were  no 
shreds  from  the  anterior  urethra,  and  massaging  the  prostate 
very  thoroughly  and  collecting  the  secretion  and  microscop- 
ically examining  it,  and  that  repeated  seven  or  eight  times, 
gave  a  negative  result,  one  could  say  that  there  was  no  danger 
of  infection  should  the  patient  marry.  A  patient  came  to  him 
a  short  time  ago  from  the  country.  He  had  recently  been  mar- 
ried, and  had  given  his  wife  the  disease.  But  he  had  consulted 
six  men  in  and  about  his  town  to  make  sure,  and  they  all 
pronounced  him  sound.  The  cause  of  the  infection  was  that 
he  had  a  minute  sinus  by  his  frenum  leading  to  a  residual 
gonococcal  abscess.    With  regard  to  the  value  of  the  urethro- 
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scope :  in  cases  which  were  getting  somewhat  chronic,  one  very 
great  advantage  was  to  be  able  to  see  that  there  was  no 
stricture  or  disease  in  the  bulbous  part.  If  the  anterior  three 
or  four  inches  only  were  involved  in  the  chronic  process,  it 
was  absurd  to  pass  instruments  into  the  bladder  as  is  com- 
monly done.  The  necessary  dilatation  could  be  done  with  a 
short,  straight  sound,  or  by  means  of  a  Kollmann's  anterior 
dilator. 


THE  RELATIVE  ADVANTAGES  OF  CATHETER- 
IZATION AND  OPERATION  IN  THE  TREAT- 
MENT OF  PROSTATIC  ENLARGEMENT 

By  Herbert  T.  Herring,  M.  B.,  B.  S.,  London. 

DURING  the  last  ten  years  the  operation  of  prosta- 
tectomy— which  had  previously  fallen  into  disrepute 
— has  been  revived,  owing  largely  to  the  advocacy  of 
Mr.  Freyer,  who  has  published  long  lists  of  successful  cases; 
and  it  is  now  accepted  as  the  routine  method  of  treating 
all  sufferers  from  enlarged  prostate.  Signs  are  not  wanting, 
however,  of  a  coming  revulsion  in  favor  of  a  less  drastic 
treatment,  namely,  the  habitual  use  of  the  catheter.  There 
are,  apparently,  two  principal  causes  for  this: 

1.  The  serious  nature  of  the  operation,  and  the  existence  of 
doubt  as  to  its  after-effects,  both  immediate  and  remote. 

2.  The  good  results  obtained  from  sterile  catheterization. 

I 

The  operation  of  prostatectomy  is  severe  and  the  mortality, 
even  with  modern  improvements,  is  not  less  than  10  per  cent., 
and  would  be  far  higher  if  every  case  throughout  the  country 
were  recorded.  It  necessitates  prolonged  confinement  to  bed; 
six  weeks  would  not  be  overstating  the  time  required  for  con- 
valescence, and  six  months  must  elapse  before  the  patient's 
health  and  strength  are  completely  established.  Moreover,  it 
is  usually  performed  when  the  expectation  of  life  is  not  long, 
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and  the  sacrifice  then  of  six  months,  part  of  which  is  spent  in 
considerable  discomfort,  is  a  matter  of  consequence.  Finally, 
there  remains  the  all-important  question  that  has  never  been 
answered,  as  far  as  I  am  aware,  What  is  the  proportion  of 
complete  cures  of  those  who  survive  the  operation?  Innumer- 
able records  have  been  published  of  the  condition  of  patients 
six  weeks  or  two  months  afterwards,  but  with  the  exception  of 
32  cases  recorded  by  Mr.  W.  G.  Richardson,1  no  statistics  are 
forthcoming  of  the  state  of  those  same  cases  at  the  end  of  two 
years  or  more. 

From  my  experience,  both  in  regard  to  patients  on  whom 
I  have  operated  and  those  I  have  seen  after  prostatectomy  by 
other  surgeons,  as  well  as  from  isolated  reports  furnished  by 
friends,  I  have  no  hesitation  in  saying — and  I  believe  this  will 
be  corroborated  by  others — that,  brilliant  as  this  operation 
sometimes  is,  it  does  not  invariably  relieve  patients  of  their 
urinary  troubles,  and  sometimes  ends  in  miserable  failure. 
During  the  last  few  months  I  have  collected  particulars  of 
the  following  cases: 

A  large  phosphatic  calculus  removed  a  year  after  prostatec- 
tomy. 

Two  cases  of  suprapubic  fistula. 

One  case  of  great  irritability  of  bladder  both  by  day  and 
night,  as  bad  as  or  even  worse  than  that  caused  by  partial 
retention. 

One  case  of  vesical  hemorrhage. 

Four  cases  in  which  the  urine  was  still  septic. 

I  cannot  say,  of  course,  whether  these  cases  had  been  re- 
ported as  successful  or  not;  yet  they  suffice  to  prove  that  a 
proportion  of  patients  passing  out  of  the  surgeon's  care  con- 
tinue to  suffer  from  urinary  troubles.  Until  it  is  clearly  proved 
that  comparatively  few  suffer  from  after-troubles  we  should 
not  too  lightly  advise  a  patient  to  submit  to  prostatectomy. 
In  the  successful  cases  the  patient  is  freed  once  and  for  all 
from  the  ties  of  catheter  life,  which  is  a  very  great  advantage 
and  appeals  strongly  to  very  many. 

1  The  Development   and   Anatomy  of  the  Prostate  Gland. 
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II 

In  the  alternative  treatment — the  habitual  use  of  the  cath- 
eter— there  is  little  or  no  danger  to  life,  and  no  10  per  cent, 
mortality  to  face,  provided  sterility  is  maintained.  The  pa- 
tient after  two  or  three  days'  rest,  while  learning  the  art  of 
sterile  catheterization,  is  able  to  resume  his  ordinary  occupa- 
tion. His  health  is  not  in  any  way  impaired  by  long  confine- 
ment; in  fact,  a  general  improvement  begins  directly  the  blad- 
der is  emptied  and  he  is  relieved  of  the  nocturnal  frequency. 
With  the  exception  of  having  to  use  the  catheter  two,  three, 
or  four  times  in  the  twenty-four  hours  for  the  rest  of  his  life — 
the  premium  he  pays  for  escaping  operation — he  has  nothing 
to  fear. 

This  statement  will  be  challenged,  for  everyone  has  seen 
the  terrible  local  and  constitutional  symptoms  which  more  often 
than  not  follow  the  use  of  the  catheter.  But  those  symptoms, 
the  manifestation  of  cystitis  and  similar  inflammatory  proc- 
esses, are  due  to  sepsis  alone;  and  since  they  occur  so  fre- 
quently after  instrumentation,  the  inference  must  be  that  the 
micro-organisms  have  gained  access  to  the  urinary  passages  by 
the  agency  of  such  instruments,  and  therefore  that  the  prepa- 
ration of  the  catheter,  or  the  manner  in  which  it  has  been  intro- 
duced, is  at  fault.  If,  in  the  past,  disaster  has  attended  the 
use  of  the  catheter,  then  it  is  time  that  some  more  efficient 
method  of  sterilization  should  be  adopted,  for  success  or  fail- 
ure depends  entirely  on  this  point.  If  it  is  possible  to  main- 
tain sterilization  with  certainty,  then  it  appears  that  catheter 
life  is  preferable  to  operation  in  the  majority  of  cases  of  pros- 
tatic retention. 

The  introduction  of  soft  gum  elastic  catheters  into  this 
country  some  seventy  years  ago  greatly  benefited  those  who 
used  them,  but  they  also  rendered  the  problem  of  cleanliness 
more  difficult.  The  old-fashioned  metal  instrument,  with  its 
brightly  polished  surface,  was  more  readily  cleaned  and  did 
less  harm  on  that  account  than  the  painless  and  easy-passing 
soft  catheter,  with  its  cotton  or  silk  foundation  coated  with 
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layers  of  varnish.  The  same  danger  exists  to-day;  chemical 
antiseptics,  now  so  universally  employed,  will  possibly  sterilize 
the  metal,  but  certainly  not  soft  instruments,  for  the  rough 
and  oil-sodden  interior  alone  offers  to  the  micro-organisms  a 
safe  harbor  against  all  chemical  action  for  an  indefinite  time. 
Soft  instruments  prepared  in  this  way  cannot  be  safe,  and  their 
use  for  the  treatment  of  prostatic  retention  will  end  sooner  or 
later  in  failure — that  is,  in  contamination  of  the  urine  or 
tissues.  India-rubber  catheters  are  bad,  for  though  the  lumen 
is  not  rough  and  the  material  offers  less  protection  to  the  or- 
ganisms, yet  they  swell  under  the  influence  of  grease,  become 
sticky,  lose  their  polish,  and  moreover  require  much  fingering 
on  account  of  their  extreme  flexibility. 

The  easiest  and  safest  method  of  producing  sterility  is  by 
boiling  every  instrument  in  water,  and  in  my  opinion  catheter- 
ization as  a  method  of  treating  prostatic  retention  is  not  given 
a  fair  trial  unless  this  precaution  is  taken.  There  are,  how- 
ever, certain  other  points  which  must  be  attended  to,  if  success 
is  to  be  attained : 

The  lubricant  must  be  boiled  and  applied  mechanically,  and 
not  with  the  fingers. 

The  catheter  must  be  introduced  with  a  minimum  amount 
of  handling;  certainly  the  first  4  in.,  which  pass  through  the 
prostate,  should  never  be  touched. 

The  fingers  of  the  operator  and  the  orifice  of  the  penis  must 
be  scrupulously  clean. 

These  few  details  the  patient  must  learn  before  he  can  be 
trusted  to  relieve  himself  with  the  catheter.  In  order  to  dem- 
onstrate what  may  be  accomplished  by  a  systematic  use  of  the 
catheter  sterilized  by  boiling,  I  venture  to  record  the  cases 
which  have  come  under  my  care  during  the  past  year.  The 
results  are  not  perfect,  for  the  limitation  of  the  use  of  the 
catheter  has  not  been  reached,  and  improvements  in  the  method 
can  and  will  be  achieved  in  the  course  of  time,  yet  they  indicate 
that  a  man  may  lead  an  active  life  in  comfort,  even  if  he  is 
compelled  to  use  a  catheter,  and  may  live  to  a  very  ripe  old 
age  without  the  terrible  symptoms  which  have  been  witnessed 
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in  the  past.  All  are  living  at  the  present  time.  The  youngest 
patient  is  46  and  the  oldest  96.  The  average  age  is  just  under 
70.  The  longest  time  for  which  the  catheter  has  been  used 
is  forty  years,  and  the  average  of  the  series  seven  years.  Most 
were  septic  when  the  treatment  began,  very  often  with  foul 
urine  and  grave  constitutional  symptoms,  and  all  invariably 
improved  rapidly,  as  the  records  show. 
The  list  is  divided  into  three  classes: 

(a)  Those  who  have  recovered  the  power  of  natural  mictu- 
rition after  treatment. 

(b)  Those  who  pass  their  water  partly  naturally  and  partly 
by  catheter. 

(c)  Those  who  have  to  rely  on  the  catheter  alone. 

In  the  first  two  classes  the  gradual  fall  in  amount  of  the 
residual  urine  in  some  instances  is  worthy  of  note.  The  blad- 
der seems  to  regain  its  power  to  some  extent  under  the  influ- 
ence of  regular  catheterization  (Cases  III,  IV,  V,  VI,  etc.). 
For  example,  the  residual  urine  may  be  12  oz.  at  first,  and 
after  a  week  or  two  it  will  fall  to  6  or  7  oz.,  or  even  may 
disappear  altogether  (Cases  I,  II).  This  may  be  explained 
either  by  a  decreased  resistance  in  the  prostate,  caused  by  a 
lessening  of  the  congestion  in  that  part,  or  by  a  regaining  of 
muscular  power,  owing  to  the  bladder  having  been  systemat- 
ically relieved  of  a  load  which  it  had  carried  for  so  long — 
that  is,  the  muscle  recovers  its  power,  having  been  relieved  of 
the  strain  of  a  constant  burden;  whereas,  if  the  weight  re- 
mained, the  muscle  would  gradually  grow  weaker,  and  more 
urine  in  consequence  would  accumulate. 

In  some  cases  the  prostate  has  increased  in  size,  or,  if  not 
actually  in  size,  at  any  rate  the  enlargement  of  the  glands 
within  its  substance  has  pressed  increasingly  upon  the  urethra, 
and  has  raised  the  resistance,  and  thereby  the  natural  power 
has  been  lost  or  very  much  impaired;  the  patient  is  therefore 
compelled  to  rely  more  and  more  on  the  catheter  (Cases  IX, 
XIII,  XVII,  etc.).  But  in  no  case  has  the  increase  given  rise 
to  any  of  the  serious  difficulties  or  inconveniences  so  frequently 
attributed  to  it.    A  large  prostate  does  not  necessarily  produce 
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symptoms;  it  only  does  so  when  it  interferes  with  the  function 
of  micturition.  Most  men  have  some  enlargement  (which 
begins  at  a  very  much  earlier  age  than  is  suspected,  for  the 
same  changes  may  be  noted  in  the  glands  of  the  comparatively 
young  man  as  occur  when  disease  is  well  established  after  mid- 
dle life),  and  the  condition  may  never  be  discovered.  The 
best  results,  in  that  the  patient  has  not  had  anything  to  com- 
plain of,  are  naturally  obtained  by  those  who  have  never  been 
infected — that  is,  patients  who  have  adopted  boiling  water  as 
the  sterilizing  agent  from  the  beginning,  and  it  is  this  class 
which  offers  the  best  chance  of  the  bladder  regaining  its 
powers.  Nevertheless,  septic  cases  have  done  exceedingly  well, 
and  the  fact  that  no  less  than  16  out  of  these  20  cases  were 
septic  when  first  seen  is  a  strong  argument  in  favor  of  the 
contention  that  the  ordinary  technique  connected  with  instru- 
mentation is  sadly  deficient. 

A. —  Those  Who  Have  Recovered  the  Power  of  Natural 
Micturition  after  Treatment. 

Case  I. — L.  L.,  aged  62.  Urine  passed  naturally  four  to 
five  times  in  twenty-four  hours,  and  is  healthy.  The  prostate 
is  large,  soft,  and  round.  For  five  or  six  years  patient  had  in- 
dications of  commencing  prostatic  trouble.  In  October,  1905, 
I  saw  him  with  Dr.  Lush,  of  Hampstead,  when  he  had  reten- 
tion; his  bladder  was  greatly  distended;  catheterization  was 
very  difficult,  and  accompanied  with  severe  hemorrhage.  The 
difficulty  was  overcome,  and  he  continued,  after  being  taught, 
to  use  his  catheter  at  first  three  times,  then  twice,  then  once, 
a  day,  and,  finally,  as  he  could  empty,  his  bladder  completely, 
it  was  discontinued.  Since  the  beginning  of  1906  he  has  passed 
the  instrument  once  a  month  to  make  sure  that  he  cleared  the 
bladder.  In  December,  1908,  he  had  retention,  and  was  re- 
lieved.   He  has  no  trouble  whatever. 

Case  II. — R.  W.  E.,  aged  64.  The  urine  passed  naturally 
five  or  six  times  in  the  twenty-four  hours,  is  healthy,  and  the 
prostate  full,  round,  and  elastic.  I  saw  him  with  Dr.  Harold. 
He  complained  of  nocturnal  incontinence,  and  there  were  10 
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oz.  of  residual  urine.  Catheterization  was  performed  regu- 
larly three  times  a  day,  and  at  the  end  of  six  months  he  could 
empty  his  bladder  by  his  own  efforts. 

B. —  Those  Who  Pass  Their  Urine  Partly  Naturally  and 
Partly  by  Catheter. 
Case  III. — N.  B.,  aged  46.  Catheter  has  been  used  for 
three  years  twice  in  twenty-four  hours;  urine  passed  naturally 
two  to  three  times;  it  is  clear;  the  prostate  small  and  firm.  He 
commenced  in  1906  to  pass  the  catheter  in  the  ordinary  way, 
and  did  so  twice  daily.  Troubles  soon  began — pain,  irritability 
of  the  bladder,  fever,  etc.,  and  he  was  strongly  advised  to  sub- 
mit to  prostatectomy.    To  this  he  objected,  and  in  February, 

1907,  learned  to  sterilize  and  pass*  his  catheter  properly.  The 
residual  urine  (8  or  9  oz.  in  amount,  which  up  to  this  time 
was  foul)  gradually  improved,  and  is  now  about  6  oz.  He  is 
in  good  health,  and  actively  carries  on  his  business. 

Case  IV. — M.  L.,  aged  62.  Has  used  catheter  twice  in 
twenty-four  hours  for  nine  months,  and  passes  urine  which  is 
nearly  clear  three  to  four  times  in  twenty-four  hours;  the  pros- 
tate is  large  and  round.  For  six  months  previously  he  had 
passed  his  catheter  occasionally  without  any  aseptic  precau- 
tions. Ten  days  before  I  saw  him  he  had  done  so,  and  was 
just  recovering  from  a  severe  attack  of  fever  associated  with 
irritability  of  bladder,  pain,  and  straining.  The  urine  was 
thick  and  offensive,  and  the  residuum  was  fully  2  pints.  He 
rapidly  improved  under  sterile  instrumentation  three  times  a 
day,  and  has  now  regained,  to  some  extent,  the  power  of  nat- 
ural micturition,  and  uses  his  catheter  twice  in  the  twenty-four 
hours  to  clear  the  organ.    He  is  doing  well. 

Case  V. — J.  O.,  aged  62.  Catheter  has  been  used  four 
times  every  twenty-four  hours  for  three-quarters  of  a  year. 
Urine  passed  naturally  once  or  twice  in  twenty-four  hours,  it 
is  very  slightly  cloudy;  the  prostate  large,  round,  and  elastic. 
I  saw  him  with  Dr.  Sheldon,  of  Notting  Hill,  in  September, 

1908.  He  had  been  troubled  with  frequency  of  micturition 
for  two  and  a  half  years,  but  never  had  any  treatment.  While 
staying  from  home  in  August  he  had  a  catheter  passed  to  re- 
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lieve  retention.  Rigors  and  fever  followed  the  introduction, 
the  urine  became  foul,  and  his  general  health  began  to  suffer. 
Dr.  Sheldon  taught  him  to  pass  a  sterile  catheter  four  times  a 
day,  from  which  time  he  made  an  uninterrupted  recovery.  At 
first  the  residual  urine  was  2  to  3  pints.  It  is  now  18  or  19 
oz.,  and  he  can  pass  a  little  naturally.  He  is  in  excellent  health. 

Case  VI. — J.  W.,  aged  65,  has  used  catheter  twice  in 
twenty-four  hours  for  three  years.  Urine  passed  naturally  two 
to  three  times.  At  present  it  is  a  little  turbid;  the  prostate  is 
large,  elastic,  and  uniformly  enlarged.  He  began  to  use  the 
catheter  habitually  once  a  day  in  February,  1906,  but  without 
any  antiseptic  precautions.  His  condition  rapidly  got  worse, 
and  in  consequence  of  the  foul  state  of  his  urine  was  advised  to 
wash  out  the  bladder,  likewise  without  any  regard  to  clean- 
liness. By  August  of  the  same  year  his  condition  was  so  bad 
that  he  was  compelled  to  rise  eight  or  nine  times  in  the  night, 
and  could  only  hold  his  urine  from  five  to  fifteen  minutes  while 
moving  about  in  the  day.  Natural  micturition  was  associated 
with  intense  pain  and  straining.  He  had  frequent  attacks  of 
high  fever,  and  was  totally  incapacitated  from  following  his 
occupation  of  a  blacksmith.  The  urine  was  stinking.  He  was 
strongly  advised  to  have  the  prostate  removed  as  the  only 
means  of  saving  his  life.  He,  however,  learnt  to  pass  the  cath- 
eter properly  and  rapidly  recovered,  and  is  now  quite  well 
and  strong. 

Case  VII. — E.  F.,  aged  65,  has  for  nine  years  used  catheter 
four  to  five  times  during  twnety-four  hours,  passing  a  little 
urine  naturally  occasionally,  its  present  condition  being  cloudy; 
the  prostate  is  small,  round,  and  firm.  For  the  first  four  years 
of  catheter  life  he  took  very  inadequate  precautions  against 
sepsis,  and  consequently  the  difficulty  in  instrumentation  in- 
creased. In  1904  he  had  severe  attacks  of  cystitis,  and  a  phos- 
phatic  stone  formed  which  was  removed  by  lithotrity.  After- 
wards he  was  more  careful,  but  still  not  sufficiently  so,  and  he 
had  slight  chronic  cystitis,  with  occasional  hematuria,  and  also 
some  irritability  of  the  bladder,  necessitating  the  too  frequent 
use  of  the  catheter.  During  the  last  two  months  he  has  com- 
menced to  carry  out  a  proper  system  of  sterilization,  with  the 
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result  that  the  catheter  already  goes  more  easily,  and  is  less 
frequently  required. 

Case  VIII. — N.  B.,  aged  66.  Catheter  used  for  four  years, 
about  twice  each  twenty-four  hours,  and  he  relieves  himself 
naturally  three  to  four  times;  the  urine  is  cloudy;  the  prostate 
is  large  and  regular.  The  first  symptoms  of  enlarging  pros- 
tate occurred  in  1900,  and  from  that  time  until  1904  he  re- 
lieved himself  occasionally  by  means  of  a  catheter  whenever 
retention  threatened.  In  May  of  that  year,  being  from  home, 
he  was  catheterized  at  hospital,  where  the  instruments  had 
been  prepared  by  soaking  in  a  strong  solution  of  perchloride 
of  mercury.  No  urine  was  withdrawn,  and  he  was  told  that 
there  was  no  retention.  However,  during  the  evening,  when 
he  had  returned  to  his  home,  his  symptoms  became  so  distress- 
ing that  he  was  forced  to  seek  advice.  The  penis,  and  espe- 
cially the  mucous  membrane,  was  then  so  swelled  and  con- 
gested that  a  catheter  could  only  be  introduced  with  the  great- 
est difficulty,  and  notwithstanding  repeated  trials  the  retention 
was  not  relieved.  Suprapubic  cystotomy  was  therefore  per- 
formed, but  he  declined  prostatectomy.  The  prostate  was  of 
the  exciseman's  inkstand  or  os  uteri  class.  He  rapidly  recov- 
ered from  the  operation.  At  first  he  passed  all  his  urine  by 
catheter,  but  gradually  the  bladder  regained  power,  and  he  is 
now  only  using  it  twice  a  day.  He  is  exceedingly  energetic, 
and  travels  much  on  the  Continent.  I  saw  this  patient  with 
Dr.  Crowdy  of  Highgate. 

Case  IX. — B.  F.,  aged  67.  Catheter  has  been  used  for 
three  years  three  times  in  twenty-four  hours,  and  he  passes 
urine  naturally  two  to  three  times  a  day;  it  is  clear;  the  pros- 
tate is  large  and  round.  Previous  to  1906  this  patient  had  a 
good  deal  of  urinary  trouble.  In  that  year  I  removed  a  phos- 
phatic  calculus  of  moderate  size,  and  Dr.  Clayton  of  Hamp- 
stead.  taught  him  to  use  the  catheter,  which  he  has  done  ever 
since,  though  rather  more  frequently  recently,  as  there  is  an 
increase  in  the  residual  urine.    He  is  quite  well. 

Case  X. — A.  B.  P.,  aged  71.  Catheter  has  been  used  for 
two  years  once  in  every  twenty-four  hours;  urine  passed  nat- 
urally four  to  five  times;  it  is  normal;  the  prostate  is  mod- 
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erately  enlarged.  I  saw  him  with  Dr.  Evans  of  Weybridge. 
He  had  great  frequency  at  night,  which  disturbed  his  sleep. 
Since  using  the  catheter  he  has  no  trouble,  and  the  residual 
urine  has  diminished  from  1 1  to  7  oz. 

Case  XI. — R.  G.,  aged  72.  Has  regularly  catheterized 
himself  twice  a  day  for  two  years  and  passes  urine  three  or 
four  times;  it  is  slightly  cloudy;  the  prostate  is  round  and  full. 
He  was  formerly  troubled  with  frequency  both  by  day  and 
night,  also  occasional  incontinence  and  pain  in  the  peritoneum. 
There  were  12  oz.  of  residual  urine,  and  a  small  stone  of  uric 
acid  and  oxalate  of  lime,  which  was  removed  by  lithotrity. 
He  had  one  mild  attack  of  cystitis,  owing  to  carelessness  in 
the  preparation  of  the  catheter.  I  saw  him  in  consultation 
with  Dr.  Harold. 

Case  XII. — E.  W.  P.,  aged  73.  For  seven  years  catheter 
has  been  used  three  times  in  twenty-four  hours,  and  he  mictu- 
rates naturally  two  to  three  times;  it  is  clear;  the  prostate  has 
not  been  examined  lately.  Symptoms  of  prostatic  retention 
commenced  in  1897,  Dut  ne  did  not  use  tne  catheter  until  1903, 
when  there  were  about  8  oz.  of  quite  clear  residual  urine.  At 
the  end  of  the  year  he  had  a  sharp  attack  of  cystitis,  after- 
wards he  adopted  aseptic  precautions  and  has  had  no  trouble 
since. 

Case  XIII. — W.  H.,  aged  76,  has  catheterized  himself, 
three  times  in  each  twenty-four  hours  for  five  years,  very  little 
urine  passing  naturally.  The  urine  is  clear,  and  the  prostate 
is  large  and  round.  Lithotrity  was  performed  twice — April, 
1897,  and  November,  1904.  The  first  stone  was  pure  uric 
acid,  the  second  had  a  thick  coating  of  phosphates;  for  five 
or  six  weeks  previously  he  was  advised  to  employ  a  catheter 
to  withdraw  4  oz.  of  urine,  which  he  did  in  a  most  careless 
manner  without  being  taught.  Cystitis  naturally  resulted. 
After  the  removal  of  the  stone  and  proper  instrumentation,  he 
rapidly  recovered  and  remains  well. 

Case  XIV. — G.  C,  aged  78,  has  for  fourteen  years  used 
catheter  once  in  each  twenty-four  hours,  urinating  naturally 
three  to  four  times;  the  prostate  has  not  been  examined  re- 
cently.   For  many  years  he  has  had  attacks  of  retention  re- 
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lived  by  the  use  of  the  catheter.  Urinary  troubles  invariably 
followed  (cystitis,  hemorrhage,  and  grave  constitutional  dis- 
turbance). Fourteen  years  ago  he  commenced  habitual  cath- 
eterization, and  two  years  later  adopted  strict  asepsis  and  has 
had  no  complication  since.  He  was  an  old  patient  of  the  late 
Sir  Henry  Thompson. 

C. — Those  Who  Have  to  Rely  on  the  Catheter  Alone. 

Case  XV. — F.  S.  P.,  aged  63,  has  used  catheter  for  seven 
years  four  times  in  each  twenty-four  hours.  The  urine,  none 
of  which  passed  naturally,  is  nearly  clear,  and  the  prostate  was 
large  and  full.  In  November,  1902,  he  was  in  a  very  serious 
condition,  with  frequent  rigors  and  a  temperature  varying  from 
ioo°  to  1040.  His  tongue  was  dry  and  coated.  Incessant 
distressing  and  ineffectual  calls  to  pass  urine  with  much  pain. 
Instruments  had  been  used  recently  for  purposes  of  examina- 
tion. There  were  60  oz.  of  residual  urine,  which  was  thick 
and  foul.  Prostatectomy  was  urged  upon  him  as  absolutely 
essential;  but  he  preferred  to  try  treatment,  with  the  result 
that  he  is  now  quite  well,  bicycling,  walking,  etc. 

Case  XVI. — Dr.  L.,  aged  72.  Catheter  has  been  used 
three  to  four  times  each  twenty-four  hours  for  two  years.  No 
urine  passed  naturally;  it  is  clear;  the  prostate  large  and  soft. 
He  adopted  strict  aseptic  methods  from  the  commencement 
and  has  never  had  any  trouble. 

Case  XVII. — G.  D.  L.,  aged  73,  for  seven  years  has  used 
catheter  three  times  in  every  twenty-four  hours.  Urine  clear 
but  none  passed  naturally;  the  prostate  is  firm  and  extending 
upwards.  He  has  boiled  his  catheter  from  the  first.  The 
prostatic  urethra  is  long  and  offers  some  resistance  to  the  cath- 
eter. At  first  he  used  it  twice,  but  recently  three  times,  a  day, 
and  has  lost  the  power  of  micturition  entirely.  He  is  in  ex- 
cellent health  and  full  of  activity. 

Case  XVIII. — G.  W.  P.,  aged  77.  Catheter  used  for  seven 
years  three  times  in  every  twenty-four  hours;  urine  clear,  none 
passed  naturally;  the  prostate  is  large  and  round.  He  was 
properly  taught  to  use  the  instruments  by  Dr.  Beaumont  of 
Norwood.    At  first  he  employed  it  twice,  but  recently,  as  the 
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prostatic  resistance  increased,  three  times  a  day.  He  has  sugar 
and  albumen  in  the  urine,  and,  with  the  exception  of  slight 
hemorrhage  on  two  or  three  occasions,  has  remained  well. 

Case  XIX. — Dr.  D.,  aged  86,  for  nine  years  has  used  cath- 
eter three  to  four  times  in  every  twenty-four  hours.  Urine 
slightly  cloudy;  none  passed  naturally.  Fourteen  days  before 
I  saw  him  he  had  used  a  catheter  night  and  morning;  this 
produced  greatly  increased  desire  to  micturate,  pain,  difficulty 
with  the  instrument,  and  slight  fever.  The  urine  was  thick. 
Under  proper  aseptic  treatment  he  gradually  improved,  and 
now,  notwithstanding  his  age,  is  very  well. 

Case  XX. — A.  M.,  aged  96,  has  used  catheter  for  forty 
years  four  times  in  every  twenty-four  hours.  Urine  nearly 
clear,  though  none  passed  naturally.  An  old  patient  of  the 
late  Sir  Henry  Thompson.  Previously  to  1902  he  was  much 
troubled  with  stricture  and  could  only  pass  a  No.  5  catheter 
to  withdraw  the  urine,  which  he  used  five  times  in  twenty- 
four  hours.  He  had  many  troublesome  attacks  of  orchitis, 
fever,  urethral  discharge,  and  other  complications  which  fre- 
quently confined  him  to  bed.  In  the  latter  part  of  that  year 
he  had  an  attendant  to  prepare  his  instruments  by  boiling,  and 
he  has  had  no  complications  since;  even  the  stricture  has 
yielded,  and  he  can  now  employ  a  No.  7  with  comfort.  He  is 
in  wonderful  health  considering  his  advanced  age. 

The  question,  "  When  should  prostatectomy  be  advised  or 
undertaken?"  has  still  to  be  considered.  I  am  entirely  op- 
posed to  the  practice  of  operating  as  soon  as  the  gland  is 
found  to  be  abnormal,  and  before  any  marked  symptoms  have 
arisen.  The  enlargement  has  been  detected  very  probably  by 
rectal  or  cystoscopic  examination,  and  it  is  contended  that  its 
immediate  removal,  while  the  patient  is  in  good  health,  will 
prevent  troubles  hereafter;  this  deduction  appears  to  be  based 
on  insufficient  evidence,  for  a  large  number  of  men  go  to  the 
grave  in  advanced  years  with  an  enlarged  prostate,  which  has 
never  given  any  trouble,  nor  has  its  existence  ever  been  diag- 
nosed. 

Prostatectomy  should  not  be  undertaken  unless  the  symp- 
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toms  present  are  definitely  ascertained  to  arise  from  that  organ, 
and  from  nothing  else.  Urinary  symptoms  are  very  fre- 
quently attributed  to  the  gland  when,  in  fact,  they  come  from 
quite  a  different  cause.  For  instance — and  this,  perhaps,  is 
the  most  common  mistake — a  patient  complains  of  occasional 
retention,  hemorrhage,  pain,  etc.;  a  rectal  examination  is  made; 
the  prostate  is  found  to  be  enlarged  and  is  straightway  ac- 
cused, without  further  search,  of  being  the  cause  of  the  trouble. 
What  is  the  result?  During  the  operation  for  removing  the 
offending  member  a  stone  is  found  in  the  bladder,  which  could 
easily  have  been  removed  by  lithotrity  and  the  patient  restored 
to  health  in  a  week,  whereas  he  is  now  condemned  to  pass 
through  an  unnecessarily  severe  ordeal.  In  skillful  hands  the 
X-rays  will  nearly  always  eliminate  such  errors,  even  when  the 
sound  has  failed  to  reveal  the  true  cause. 

Prostatectomy  should  be  deferred  until  after  treatment  by 
catheter  has  been  tried.  The  patient  may  recover  his  power, 
or  he  may  decide,  when  he  knows  exactly  what  to  expect,  to 
continue  treatment.  No  harm  can  come  of  a  delay  of  a  month 
or  more,  and  in  septic  cases  much  good  will  result,  for  the 
patient  will  improve  and  be  in  a  better  condition  to  bear  the 
operation.  Afterwards,  if  the  catheter  fails  or  is  found  too 
irksome,  recourse  can  be  had  to  operation. 

When  the  patient  is  comparatively  young,  in  good  health, 
and  has  many  years  of  life  before  him,  operation  is  very 
rightly  advocated  as  soon  as  it  is  proved  that  catheter  treat- 
ment will  not  cure.  The  same  may  be  said  of  those  who, 
owing  to  their  position  in  life,  calling,  or  lack  of  funds,  are 
unable  to  carry  out  the  few  simple  details  necessary  in  sterile 
catheterization.  Prostatectomy  undoubtedly  is  the  best  treat- 
ment when  the  prostate,  by  its  mere  size,  has  largely  en- 
croached upon  the  bladder  space,  and  there  is  no  residuum. 
The  urine  is  clear  and  free  from  all  signs  of  sepsis,  yet  the 
patient  has  constant  and  urgent  calls  to  pass  water  both  by  day 
and  night.  Finally,  the  operation  may  be  necessary  in  certain 
cases  where  the  prostate  is  constantly  bleeding  and  filling  the 
bladder  with  clot  which  interferes  with  instrumentation  and 
endangers  the  patient's  life. 
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The  Treatment  of  Gonorrhea:  Bruck  (Deut.  med. 
Woch.,  March  18,  1909)  has  repeatedly  failed  to  isolate  a 
true  toxin  from  gonococci  which  is  capable  of  immunizing,  not- 
withstanding the  statements  of  de  Christmas  that  he  had  suc- 
ceeded in  doing  this.  Bruck  regards  it  as  a  distinct  advance 
that  Muller,  Oppenheim  and  himself  found  in  the  serum  of 
patients  suffering  from  gonorrheal  affections  of  the  uterine 
appendages  and  arthritis,  an  antibody  which,  as  it  deflects  com- 
plement, may  be  regarded  as  a  gonococcal  amboceptor.  The 
same  antibody  was  found  by  Bruck  in  the  serum  of  animals 
treated  with  gonococci  and  gonococcal  extracts.  The  idea  that 
this  amboceptor  might  be  employed  therapeutically  induced 
him  to  try  the  serum  of  the  pretreated  animals,  but  the  result 
was  negative.  On  the  other  hand,  the  American  observers, 
Rogers  and  Torrey,  believed  that  gonorrheal  epididymitis, 
prostatitis  and  arthritis  could  be  benefited  by  gonococcal  anti- 
serum. All  accounts  of  experiments  controlling  their  results, 
however,  have  led  to  the  conclusion  that  no  beneficial  effect 
follows  the  use  of  the  serum.  Bruck  holds  that  it  is  neither 
proved  nor  even  probable  that  gonorrheal  processes  can  be  in- 
fluenced by  passive  immunizing.  Active  immunizing  experi- 
ments have  been  carried  out  chiefly  in  America.  The  treat- 
men  of  gonorrhea  by  a  gonococcus  vaccine  depends,  according 
to  Wright,  on  the  increased  production  of  specific  opsonins. 
All  authors  agree  that  acute  and  chronic  gonorrhea  in  the  male 
is  not  influenced  by  vaccines.  Some  observers  claim  that  epi- 
didymitis, prostatitis  and  acute  gonorrheal  processes  in  young 
female  children  can  be  cured  rapidly  by  this  means.  In  criti- 
cising the  method,  Dr.  Bruck  first  points  out  that  the  positive 
phase  in  the  opsonic  curve  is  not  an  original  idea  of  Wright's. 
Ehrlich,  Pfeiffer,  Brieger,  Wassermann  and  Kolle  regarded 
the  positive  phase  in  immunizing  processes  as  important  before 
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Wright  described  his  method.  Next,  he  considers  it  extremely 
doubtful  whether  there  is  any  essential  difference  between 
Wright's  immune  opsonins,  bacteriolytic  amboceptors  and  Neu- 
feld  and  Rimpau's  bacteriotropic  substances.  He  agrees  with 
Neufeld,  who  warns  practitioners  against  attaching  too  much 
importance  to  the  therapeutic  significance  of  the  opsonin  doc- 
trine. Theoretically,  gonorrhea  is  the  disease  par  excellence 
in  which  least  should  be  expected  from  this  form  of  treatment. 
The  fact  that  gonococci  lead  an  intracellular  life,  and  that  the 
germ  and  the  cell  form  a  sort  of  symbiosis,  renders  it  doubtful 
whether  it  would  be  wise  to  attempt  to  increase  the  aptitude 
of  the  cells  to  take  up  more  germs.  Leaving  the  question  of 
opsonin  aside,  Bruck  experimented  with  active  immunizing 
methods,  and  regulated  the  doses  by  means  of  the  reactions 
produced  by  the  injections  of  vaccine.  While  he  does  not  con- 
sider that  his  experiments  have  been  made  on  a  sufficiently 
large  scale  up  to  the  present,  he  believes  that  he  is  justified 
in  concluding  that  acute  and  chronic  gonorrhea  in  the  male 
could  not  be  influenced  by  this  method  at  all.  So  far  he  has 
obtained  only  negative  results  in  prostatitis.  Gonorrheal  epi- 
didymitis (13  cases)  behaved  differently.  In  8  the  inflamma- 
tory signs  disappeared  rapidly  and  completely;  in  the  remain- 
ing 5  the  process  was  either  not  influenced  at  all,  or  the  acute 
signs  disappeared,  leaving  a  certain  amount  of  fibrosis  behind. 
In  a  case  of  gonorrheal  arthritis  and  one  of  vulvo-vaginitis  of 
a  young  girl,  the  process  appeared  to  be  benefited  by  the  treat- 
ment. Leaving  the  question  undecided  at  present  whether 
active  immunizing  injections  of  dead  cocci  are  of  use  in  the 
complicating  processes  of  gonorrhea,  he  thinks  that  further 
therapeutic  experiments  should  be  conducted  on  a  wide  scale. 
He  has  satisfied  himself  that  the  injections  are  free  from  dan- 
ger, and  can  therefore  be  given  in  all  cases  in  which  the  proc- 
ess threatens  to  become  the  starting-point  of  a  severe  general 
infection. 

The  Treatment  of  Severe  Vesical  Inflammation  in 
the  Female:  E.  Zurhelle  (Fritsch's  University  Gynecologi- 
cal Clinic  at  Bonn)  ;  Zeitschr.  f.  gynak.  Urologie,  1908,  No. 
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2,  writes  as  follows:  Silver  nitrate,  even  in  weak  solution  and 
skilfully  used,  is  often  painful.  When  the  bladder  is  irritated 
more  intensely  by  a  silver  irrigation  the  burning  becomes  so 
violent  that  soothing  remedies  must  be  resorted  to.  Only  in 
some  of  the  cases  can  the  remaining  solution  be  left  in  the 
bladder  for  any  length  of  time;  generally  the  contents  must  be 
voided  after  a  few  minutes.  Incited  by  the  publication  of 
Voelcker  and  Lichtenberg  (Czerny's  clinic)  I  have  therefore 
for  the  past  one  and  a  half  years  used  collargol  in  place  of 
silver  nitrate.  In  a  series  of  chronic  cystitides,  some  of  them 
desperate,  I  injected  3]  ozs.  of  lukewarm  1  per  cent,  solution, 
after  washing  out  and  emptying  the  bladder.  The  absolute 
absence  of  any  irritative  symptom  made  it  possible  to  leave 
the  solution  in  the  bladder  many  hours,  the  effect  being  cor- 
respondingly more  vigorous.  In  fact,  the  effect  seems  to  be  a 
lasting  one.  In  several  cases,  after  cessation  of  treatment  for 
some  days,  I  found  cystoscopically  that  there  was  an  abundant 
precipitate  of  collargol  over  the  entire  mucosa  of  the  vesical 
wall.  I  do  not  think  we  can  obtain  a  similar  lasting  effect  with 
any  other  means.    And  this  without  any  irritation  ! 

In  very  severe  cases,  hitherto  treated  with  silver  nitrate 
without  avail,  the  injection  of  collargol  proved  effectual  in  10 
to  12  days,  in  milder  cases  within  a  week.  It  is  certainly  pre- 
ferable to  the  instillation  of  a  few  drops  of  concentrated  ( 1  per 
cent.)  silver  nitrate  solution,  from  which  others  too  have  seen 
but  little  success  and  much  pain.  How  the  therapeutic  effect 
of  collargol  in  the  bladder  is  to  be  explained,  whether  due  to 
the  catalytic  properties  which  it  owes  to  its  colloidal  character 
and  which  may  by  oxidation  processes  transform  poisonous 
bacterial  products  into  inert  bodies,  I  do  not  feel  able  to  say. 
But  the  fact  of  good  effect  is  established. 

The  decrease  in  our  post-operative  cystitides  is  probably 
due  to  the  fact  that  we  catheterize  as  little  as  possible.  Per- 
haps the  prophylactic  filling  of  the  bladder  with  collargol  after 
operation  has  rendered  cystitis  more  rare. 

I  think  the  method  outlined  not  only  will  very  often 
shorten  the  course  of  severe  inflammations  of  the  female  blad- 
der, but  in  isolated  cases  may  avert  the  last  resort,  namely,  the 
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need  of  making  a  vesical  fistula.  Collargol  can  do  good  serv- 
ice especially  in  the  cases  in  which  the  contractile  power  of  the 
bladder  is  so  much  reduced  that  after  urination  there  always 
remains  some  residual  urine  with  stagnation  and  decomposition, 
which  maintains  the  cystitis  and  which  hitherto  could  be  coped 
with  only  by  the  use  of  constant  catheterization.  Of  course 
collargol  is  no  panacea  for  cystitis. 

Addendum :  I  am  glad  to  see  in  the  report  of  Stoeckel 
in  the  last  number  of  this  publication  that  he  has  "  found  col- 
largol solution  in  the  treatment  of  cystitis  extremely  satisfac- 
tory." 

The  Treatment  of  Stricture  of  the  Urethra:  An 
interesting  discussion  of  this  subject  is  contributed  by  J.  Cohn 
(Berliner  Klin.  JFoehensehr.,  January  25,  1909).  Dilatation 
is  the  method  of  choice,  even  in  the  severe  forms,  and  even 
when  several  strictures  are  present.  Some  practical  questions 
to  be  determined  by  the  surgeon  are  the  instruments  to  be  used 
for  the  dilatation,  the  length  of  time  the  instruments  should  be 
left  in  the  urethra,  and  the  frequency  with  which  they  should 
be  passed. 

In  difficult  cases  it  is  often  necessary  to  use  soft  sounds  at 
first,  until  it  is  possible  to  employ  metal  instruments.  Slow  and 
gradual  dilatations  are  effective,  even  in  very  difficult  cases.> 
Thiosinamin  and  fibrolysin  have  never  given  any  good  results 
in  Cohn's  experience,  although  several  authors  have  used  them 
in  the  form  of  injections  intended  to  dissolve  strictures.  A  good 
adjuvant  sometimes  is  the  injection  of  iocc.  of  1  in  1000 
adrenalin  solution,  in  cases  in  which  small  bougies  pass  with 
difficulty.  Thus,  in  one  case  in  which  number  14  could  not 
pass,  Cohn  was  able  to  introduce  number  19  after  the  use  of 
adrenalin.  In  another  case  of  complete  retention,  in  which 
not  even  a  filiform  could  be  passed,  the  adrenalin  solution  was 
injected  and  a  filiform  bougie  entered.  Metal  sounds  were 
then  screwed  to  the  bougie,  beginning  with  number  14  and  in- 
creasing to  number  18,  and  a  silk-web  catheter  was  introduced. 
This  was  left  in  the  bladder  for  24  hours,  and  irrigations  of 
silver  nitrate  solution  and  of  boric  acid  solution  were  employed. 
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Larger  instruments  were  then  passed  and  the  patient  was  dis- 
charged cured.  External  urethrotomy  should  be  performed 
only  when  absolutely  necessary,  particularly  in  cases  in  which 
no  instruments  can  be  passed  at  all.  Internal  urethrotomy  by 
Le  Fort's  method  may  be  done  when  for  some  reason  or  other 
the  stricture  cannot  be  dilated. 

A  Simple  Procedure  for  the  Recognition  of  Blood 
IN  THE  URINE:  Albarran  and  Heitz-Boyer  (Presse  vied., 
1909,  p.  361)  point  out  the  need  of  an  easy  method  for  the 
recognition  of  blood  in  the  urine,  in  addition  to  the  test  for 
albumin  and  the  microscopic  examination  of  the  centrifugalized 
sediment.  To  give  the  proper  interpretation  to  albumin  in 
the  urine  the  absence  of  blood  must  be  definitely  determined. 
The  microscopic  detection  of  red  blood  corpuscles  is  the  best, 
but  in  vain  in  case  of  complete  hemolysis.  The  reagent  used 
is  an  alkaline  solution  of  phenolpthalein,  prepared  by  boiling 
phenolpthalein,  2  grams;  anhydrous  potassium,  20  grams; 
powdered  zinc,  10  grams,  in  distilled  water,  100  grams.  The 
clear  colorless  filtrate  will  keep  for  months.  One  c.c.  of  this 
reagent  is  shaken  with  2  c.c.  of  the  urine  to  be  tested  and  3 
or  4  drops  of  ordinary  oxygenated  water  is  added.  A  red 
fuchsin  color  is  positive,  the  intensity  depending  upon  the 
amount  of  blood  present.  It  is  positive  for  blood  in  the  dilu- 
tion of  1  to  100,000.  It  is  specific  for  blood  or  hemoglobin, 
and  obtained  as  well  in  alkaline  as  in  acid  urines.  Albumin, 
pus,  sugar,  bile  pigments,  chloroform,  or  thymol  do  not  affect 
the  test.  Uric  acid  urates,  acetone,  indican  have  no  influence, 
nor  do  such  drugs  as  the  iodides,  bromides,  salicylic  acid,  mor- 
phine, phenacetin,  or  urotropin.  In  a  word,  of  easy  execu- 
tion specific  and  delicate,  this  reaction  is  an  excellent  clinical 
procedure  for  the  recognition  of  blood  in  the  urine. 

The  Passage  of  Micro-organisms  through  the  Blad- 
der: Milone  (Rif.  Med.,  April  19,  1909)  has  carried  out 
certain  experiments  with  a  view  of  determining  the  conditions 
under  which  certain  micro-organisms  may  traverse  the  bladder 
wall.    The  organisms  used  were  the  B.  prodigiosus,  B.  mesen- 
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tericus,  Sarcina  lutea,  Staphylococcus  aureus,  and  B.  coli. 
Cultures  of  these  were  injected  into  the  bladder,  through  a 
sterilized  sound,  and  the  results  tested  ( i )  in  the  healthy 
bladder,  (2)  in  the  healthy  bladder  with  subsequent  ligature 
of  the  urethra,  (3)  in  the  bladder  previously  irritated  by  a 
solution  of  NaH  and  the  urethra  ligatured.  In  the  first  case 
no  passage  of  organisms  occurred,  nor  was  the  bladder  wall 
affected  in  any  way.  In  the  second  case  some  alteration  in  the 
bladder  wall  occurred,  and  migration  of  bacilli  occurred  more 
or  less  in  proportion  to  the  length  of  time  the  urethra  was 
closed  and  the  amount  of  distension  of  the  bladder.  In  the 
third  case  even  the  saprophytic  organisms  were  able  to  pass 
through  the  bladder  and  find  their  way  into  the  peritoneum. 

Teratoma  of  the  Testicle:  Lorrain  (Bull,  et  mem.  de 
la  soc.  an  at.  dc  Paris,  1909,  p.  65)  reports  the  case  of  a  boy, 
aged  fifteen  years,  whose  left  testicle  had  been  noticed  to  be 
enlarged  since  he  was  six  months  old;  it  grew  slowly  until  his 
ninth  year,  at  which  time  he  had  measles.  Since  then  it  had 
grown  more  rapidly.  At  the  time  of  the  report  the  right  tes- 
ticle was  of  normal  size,  the  left  twice  as  large.  At  the  base 
of  the  testicle  was  to  be  felt  a  hard  mass,  regular  in  outline, 
not  transparent  and  slightly  tender;  the  epididymis  was  intact. 
The  diagnosis  rested  between  tuberculosis  and  cyst.  After 
removal  of  the  testicle  it  was  noticed  that  the  testicle  and  the 
tumor  were  separated  from  each  other  by  a  constriction,  the 
tumor  mass,  however,  extending  into  the  interior  of  the  tes- 
ticle. T'he  mass  contained  sebaceous  material,  glands,  and 
four  teeth,  thus  showing  the  tumor  to  be  a  teratoma. 

Two  Cases  of  Gonococcic  Septicemia  Terminating  in 
Cure,  and  Followed  by  Typhoid  Fever:  Dieulafoy 
(Presse  med.,  1909,  p.  353;  Amer.  Jour.  Med.  Sci.)  reports 
two  cases  of  gonococcic  septicemia  following  an  acute  specific 
urethritis.  In  the  first  case  the  gonococcus  was  obtained  from 
the  urethra  and  the  blood  on  two  different  occasions.  Gono- 
coccic vaccine  was  employed  as  treatment.    Recovery  occurred 
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after  the  third  injection.  The  scar  of  a  mitral  endocarditis 
remained.  After  two  days  of  apyrexia  there  followed  a  short 
attack  of  typhoid  fever  with  positive  blood  culture  and  serum 
reactions.  The  second  case  ran  a  similar  course  with  blood 
cultures  positive  for  the  gonococcus  and  B.  typhosus  in  their 
respective  attacks.  Dieulafoy  remarks  upon  the  infrequency 
of  cure  of  gonococcic  septicemia,  qnd  comments  upon  the  pos- 
sibilities of  the  pathogenesis  of  the  typhoid  infection.  Ruling 
out  the  possibilities  of  the  gonococcic  vaccine  being  contami- 
nated by  typhoid  bacilli,  of  "house"  infection  in  the  wards, 
and  the  typhoid  bacillus  being  associated  with  the  gonococcus 
in  the  first  febrile  attacks,  he  considers  it  most  likely  that  these 
patients  bore  the  bacillus  in  a  latent  state,  possibly  in  the  biliary 
passages;  and  that  the  gonococcal  septicemia  resulted  in  a  con- 
dition favorable  for  their  explosion. 

Gonorrheal  Phlebitis:  Zesas  (Arch.  gen.  de  chir.,  No. 
7,  1909)  states  that  although  phlebitis  may  be  regarded  as 
an  infrequent  complication  of  gonorrhea,  a  full  and  definite 
idea  of  the  clinical  features  of  the  gonococcic  infection  of  veins 
may  be  formed  from  the  number  of  cases  hitherto  recorded. 
It  is  not  mentioned  that  this  form  of  infective  phlebitis  has 
ever  been  observed  in  other  veins  than  those  of  the  pelvis  and 
the  lower  extremity.  The  affection  is  seldom  met  with  in 
women,  and  of  the  male  subjects  constituting  87  per  cent,  of 
collected  cases,  it  occurred  mostly  in  those  employed  in  active 
and  fatiguing  work.  It  is  associated  more  frequently  with 
acute  than  with  chronic  attacks  of  gonorrhea.  In  regard  to 
the  pathogeny  of  the  phlebitis,  the  author  believes  that  the 
infective  agents  are  carried  directly  from  the  veins  of  the  penis 
to  the  secondarily  affected  veins  and  not  by  way  of  the  arterial 
circulation.  It  is  a  mild  form  of  venous  inflammation,  and 
does  not  give  rise  to  suppuration.  In  most  instances  it  is  de- 
veloped at  a  late  period,  and  in  the  course  of  the  decline  of 
the  primary  urethral  attack.  It  is  usually  marked  almost  ex- 
clusively by  local  signs,  but  in  some  few  instances  has  been 
preceded  by  rigors  and  fever.    It  is  rarely  an  isolated  compli- 
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cation,  being  usually  associated  with  one  or  more  of  the  many 
other  complications  of  urethral  gonorrhea,  particularly  epidid- 
ymitis and  gonococcic  arthritis  of  the  knee.  The  average  dura- 
tion of  the  venous  lesion  is  from  four  to  six  weeks,  but  the 
swelling  in  some  instances  lasts  over  a  period  of  four  months. 
In  cases  of  relapse  the  same  vein  is  almost  always  affected. 
The  prognosis  is  favorable,  the  long  duration  and  the  ten- 
dency to  relapse,  and  also,  as  has  been  shown  by  one  record, 
the  probable  risk  of  pulmonary  embolism,  have  to  be  consid- 
ered. The  disappearance  of  the  swelling  is  often  followed  by 
persistent  pain  along  the  course  of  the  affected  vessel,  and  by 
consequent  impairment  of  the  action  of  the  corresponding  limb. 
The  special  treatment  should  consist  in  immobilization  of  the 
limb  by  splint  and  bandage,  and,  if  there  be  any  edema,  in  its 
elevation  or  suspension,  the  usual  treatment  being  applied  at 
the  same  time  to  the  primary  seat  of  the  infection. 

Primary  Gonorrhea  of  the  Rectum  in  the  Male: 
Dr.  Alfred  J.  Zobel  (American  Practological  Society)  stated 
that  a  review  of  the  literature  for  the  past  five  years  showed 
very  little  to  have  been  written  on  the  subject  of  rectal  gon- 
orrhea, and  the  cases  reported  have  been  rectal  gonorrhea  in 
the  female  and  for  the  most  part  secondary  to  an  infection  of 
the  genital  tract. 

It  was  also  stated  that  gonorrhea  of  the  rectum  in  the  male 
is  almost  always  the  result  of  sodomistic  practices,  and  when 
so,  can  be  considered  of  the  primary  type.  The  condition  has 
been  rather  rare  in  this  country,  but  since  the  influx  of  for- 
eigners from  those  countries  where  unnatural  practices  are 
common,  more  cases  are  now  seen. 

The  cases  reported  by  the  writer  were  seen  in  the  rectal 
clinic  at  the  San  Francisco  Polyclinic  and  were  in  American- 
born  boys  of  16,  18  and  20  years  of  age,  respectively.  They 
belonged  to  the  tramp  class  and  were  of  rather  low  order  of 
intelligence.  They  were  ignorant  of  their  true  condition  and 
came  to  the  clinic  with  a  self-made  diagnosis  of  "  piles."  When 
made  aware  of  the  true  nature  of  their  trouble  it  had  a  mark- 
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edly  depressing  effect  upon  them,  which,  in  one  case,  after  a 
few  weeks,  developed  into  a  condition  resembling  the  neuras- 
thenia which  often  accompanies  a  chronic  posterior  urethritis. 

The  symptoms  complained  of,  briefly  summarized,  were: 
All  complained  of  such  soreness  about  anus  and  rectum  that 
they  did  not  care  to  stand;  while  walking  was  an  effort  and 
caused  great  pain.  At  the  time  of  bowel  movement  they  suf- 
fered such  excruciating  pain  they  hesitated  to  pass  their  feces, 
and  had  become  quite  constipated.  Two  were  annoyed  by  dis- 
charge from  the  anus,  while  one  was  unaware  of  its  presence, 
although  it  was  found  on  examination.  In  one,  the  discharges 
were  streaked  with  blood,  and  bleeding  was  noticed  at  the 
time  of  defecation.  One  complained  of  an  itching  sensation 
about  an  inch  up  from  the  anal  aperture,  and  had  severe  pain 
on  the  drawing  in  of  the  anal  sphincters.  Their  appearance 
was  feverish,  worried  and  haggard,  and  they  felt  weak,  ill  and 
distressed. 

It  was  impossible  to  make  a  digital  or  instrumental  exami- 
nation at  the  first  visit  on  account  of  the  severely  acute  pain 
caused  thereby.  Therefore,  whenever  there  is  the  least  sus- 
picion of  the  possibility  of  a  specific  inflammation  of  the  anus 
and  rectum,  the  case  should  be  treated  as  if  it  actually  exists, 
and  the  ultimate  diagnosis  left  to  the  future.  When  the  acute 
symptoms  have  subsided  under  treatment,  there  can  be  seen 
excoriations  and  fissures  about  the  anal  orifice  and  in  the  canal, 
with  marked  redness  and  infiltration  of  the  mucous  membrane 
of  the  anus  and  rectum,  together  with  the  presence  of  a  puru- 
lent secretion.  Examination  of  this  secretion  shows  the  pres- 
ence of  the  gonococcus. 

The  author  believes  that  gonorrhea  of  the  rectum  in  the 
male  is  a  much  more  common  condition  than  is  suspected  by 
the  general  profession.  Many  of  the  latter  even  do  not  know 
that  such  a  condition  could  exist.  The  treatment  is  directed 
towards  keeping  the  parts  clean;  relieving  the  severe  rectal 
symptoms;  reducing  the  inflammatory  exudates;  keeping  the 
fecal  movement  soft;  healing  the  ulcerations  and  destroying 
the  infective  agent. 
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Ruptured  Ureter  Due  to  a  Trivial  Injury:  Dr.  R. 
P.  Rowlands  (Medical  Press,  April  21,  1909)  reports  the 
following  case.  Two  days  before  admission,  whilst  walking 
along  the  pavement  with  his  left  hand  in  his  pocket,  the  pa- 
tient fell  on  his  left  elbow,  driving  the  left  hand  against  the 
lower  part  of  the  abdomen.  Gradually  a  swelling  appeared 
on  the  left  side  of  the  abdomen,  and  the  patient  vomited. 

On  admission  the  left  loin  was  tender  and  full.  The  lower 
abdomen  had  little  respiratory  movement  with  diminished 
resonance,  and  was  very  tender.  The  bowels  were  constipated. 
Urine  and  act  of  micturition  normal.  Temperature  1020  F. 
Pulse  120. 

On  exploring  the  abdomen  a  quantity  of  clear  fluid  escaped. 
There  was  no  peritonitis  and  the  appendix  was  found  healthy. 
The  left  mesocolon  and  retroperitoneal  tissue  were  odematous 
and  had  a  greenish,  translucent  appearance.  The  abdomen 
was  now  closed  and  the  left  kidney  explored.  On  incising  the 
perirenal  tissue  slightly  blood-stained  fluid  escaped  in  quantity. 
The  kidney  and  ureter  were  isolated  and  a  clot  of  blood  was 
seen  plugging  a  large  rent  in  the  ureter  at  its  junction  with  the 
renal  pelvis.  This  laceration  extended  nearly  round  the  ureter, 
only  a  small  portion  of  the  circumference  remaining  intact. 
The  rent  was  sutured  and  the  wound  closed  round  a  cigarette 
drain.  At  first  the  greater  part  of  the  urine  escaped  via  the 
sinus,  but  in  four  weeks  the  sinus  closed  completely,  and  at 
the  end  of  two  and  a  half  months  the  patient  was  well  with 
a  normal  urine. 

Headache  in  Syphilis:  Pickenbach,  of  Berlin  (Med. 
Klinik,  October  10,  1909,  page  1551),  contributes  a  practical 
article  on  this  subject.  How  frequently  does  the  physician  pre- 
scribe one  of  the  many  vaunted  remedies  for  headaches,  yet 
without  any  success.  The  fault  does  not  lie  with  the  remedy, 
but  simply  in  the  fact  that  the  cause  of  the  headache  has  not 
been  recognized.  This  is  especially  so  in  syphilis.  Frequently 
patients  do  not  know  that  they  have  ever  had  the  disease,  or 
for  some  reason  or  other  do  not  care  to  divulge  their  past  his- 
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tory.  Usually  they  are  entirely  ignorant  of  the  fact  that  their 
headaches  might  have  anything  to  do  with  a  syphilitic  infection 
which  has  been  present  years  previously.  Physicians  do  not 
always  think  of  syphilis  when  the  patient  complains  of  severe 
headache.  Pickenbach  reports  two  cases  in  which  headache  oc- 
curred some  years  after  the  infection  and  in  which  the  diagno- 
sis was  difficult.  These  cases  teach  the  necessity  of  a  careful 
examination  and  of  an  investigation  of  all  cases  of  persistent 
headache  for  the  presence  of  a  syphilitic  infection. 
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Tumors  of  the  Kidney.  By  Edgar  Garceau,  M.  D.  With 
seventy-two  illustrations  in  text;  421  pages.  Price  $5.00. 
D.  Appleton  &  Co.,  New  York  and  London.  1909. 

This  volume  of  Dr.  Garceau  will  prove  of  great  value  to  the 
genito-urinary  surgeon.  The  headings  of  the  chapters  will 
give  an  idea  of  the  scope  of  the  work.  They  are:  I.  Solid 
tumors  of  the  renal  parenchyma.  II.  Embryonic  tumors. 
III.  Tumors  of  the  renal  pelvis  and  ureter.  IV.  Polycystic 
kidney.  V.  Simple  serous  cysts  of  the  kidney.  VI.  Perirenal 
tumors.  VII.  Adrenal  tumors  in  adults.  VIII.  Adrenal  tu- 
mors in  children.  IX.  Actinomycosis  of  the  kidney.  X.  Echi- 
nococcus  of  the  kidney.  XI.  Determination  of  renal  efficiency. 

The  volume  is  excellently  printed  and  the  illustrations, 
mostly  original,  are  well  executed. 

The  Sexual  Disabilities  of  Max  and  Their  Treat- 
ment.   By  Arthur  Cooper,  M.  D.    Paul  B.  Hoeber,  69 
East  159th  St.,  New  York.    $1.00.  1909. 
This  is  small  but  well-written  volume  of  184  pages,  con- 
taining a  concise  and  conservative  statement  of  our  present  day 
methods  of  the  treatment  of  sexual  disorders.    While  it  con- 
tains nothing  particularly  new,  it  is  a  very  useful  resume  of  an 
ever  interesting  subject. 
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BLADDER  HEMORRHAGE  TREATMENT 

By  Charles  Greene  Cumston,  M.  D.,  Boston,  Mass. 

THE  treatment  of  hematuria  should  be  based  on  the 
etiology  and  pathogenesis  of  the  diseases  or  acci- 
dents which  give  rise  to  it.  Given  a  case  of  serious 
vesical  hemorrhage,  the  physician  should  leave  aside  all  medi- 
cation and  discover  as  rapidly  as  possible  the  cause  producing 
the  loss  of  blood.  When  once  the  diagnosis  is  made  a  proper 
treatment  can  then  be  applied.  For  example,  a  permanent 
catheter,  which  usually  controls  prostatic  retention  and  hema- 
turia, would  be  of  no  use  in  the  case  of  hematuria  where  a 
urethral  stricture  was  present. 

Traumatic  hematuria.  Numerous  are  the  causes  produc- 
ing wounds  of  the  bladder,  such  as  stabs  or  pistol  shots.  Other 
rarer  accidents  may  occur,  such  as  bursting  of  the  bladder  from 
a  forced  injection  or  a  blow  on  the  abdomen  when  the  bladder 
is  full.  It  is  evident  that  here  cystotomy  should  be  done  in 
order  to  empty  the  urinary  reservoir  and  directly  act  on  the 
source  of  the  hemorrhage.  Unfortunately,  peritonitis  not  in- 
frequently complicates  the  case. 

The  bladder  may  also  be  wounded  by  way  of  the  urethra 
or  prostate.  A  sound,  a  bougie,  or  a  metallic  explorer  may 
give  rise  to  traumatisms  of  the  bladder.  The  instrument 
reaches  the  prostatic  urethra,  a  resistance  is  felt  and  the  physi- 
cian, pushing  the  instrument  onward,  makes  a  false  passage. 
This  latter  lesion  is  the  triumph  of  the  use  of  the  permanent 
catheter.  Two  indications  are  to  be  fulfilled:  (i)  To  arrest 
the  hemorrhage  and  (2)  to  avoid  the  development  of  infec- 
tion. The  permanent  catheter  keeps  the  bladder  empty  and 
produces  at  the  same  time  hemostasis. 
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The  infectious  agent  is  derived  from  the  bladder  and  the 
infection  takes  place  by  the  intermediary  of  the  vesical  con- 
tents. The  false  passage  should  be  protected  from  contact 
with  the  urine  and  this  may  be  accomplished  in  the  vast  ma- 
jority of  cases  by  the  use  of  the  permanent  catheter.  It  is  im- 
portant to  use  an  instrument  which  does  not  distend  the 
urethral  walls,  so  as  not  to  fill  completely  the  lumen  of  the 
canal.  If  the  urine  is  forced  down  between  the  instrument  and 
the  urethral  walls,  a  condition  which  may  often  take  place 
during  temporary  obstruction  of  the  instrument  by  a  clot,  it 
should  be  able  to  flow  down  without  any  force.  In  this  way 
it  cannot  penetrate  the  tissues,  only  coming  in  contact  with 
them.  By  the  permanent  catheter  contused  wounds  heal  with 
rapidity  so  that  oftentimes  at  the  end  of  a  week,  the  instru- 
ment may  be  removed. 

Hematuria  of  cystitis.  Under  this  heading  I  shall  only 
consider  gonorrheal  cystitis.  It  is  the  only  type  of  bladder 
inflammation  which  may  give  rise  to  a  severe  hemorrhage. 
Inflammation,  pain,  contraction  of  the  bladder,  which  are  the 
causes  of  the  hematuria,  should  be  simultaneously  treated. 
The  pain  should  be  controlled  by  calmatives,  such  as  tepid 
baths;  opium  in  its  various  forms,  antipyrine  given  in  enemata, 
will  render  considerable  service  by  preventing  contractions  of 
the  bladder. 

The  inflammation  can  be  best  treated  by  nitrate  of  silver 
and,  although  this  salt  is  not  in  itself  a  hemostatic,  it  becomes 
so  indirectly  by  controlling  the  inflammation  of  the  vesical 
mucosa.  It  should  always  be  employed  in  instillations,  never 
in  an  irrigating  fluid,  because  the  bladder  will  be  thus  dis- 
tended and  give  rise  to  pain.  The  instillations  should  be 
rather  large  in  amount,  say  from  thirty  to  fifty  drops  intro- 
duced drop  by  drop  into  the  bladder  while  empty,  and  this 
should  be  repeated  every  two  days.  The  proper  strength  of 
the  solution  is  a  matter  of  some  importance  and  one  must  take 
into  consideration  the  susceptibility  of  the  patient  in  a  given 
case.  Usually,  it  is  well  to  commence  with  a  one  per  cent, 
solution  and  slowly  reach  a  two  per  cent.,  or  even  a  five  per 
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cent,  solution.  Usually  a  two  per  cent,  solution  will  be  found 
strong  enough  in  the  majority  of  cases. 

Hematuria  in  calculus.  In  the  first  place  absolute  rest 
must  be  enjoined  in  order  to  prevent  any  movement  on  the 
part  of  the  foreign  body  which  would  irritate  the  vesical  mu- 
cosa. The  patient  should  be  kept  in  bed  and,  if  the  hemor- 
rhage has  not  ceased,  ten  drops  of  1:1000  adrenalin  solution 
may  be  instilled  three  times  daily,  or  a  solution  of  antipyrine 
at  10%  may  be  employed.  If  a  cystitis  co-exists,  nitrate  of 
silver  solution  is  most  useful. 

But  it  is  the  cause  of  the  hemorrhage  which  should  be 
looked  to  and  the  calculus  or  calculi  must  be  removed  by  either 
crushing  or  suprapubic  cystotomy.  Lithotrity  is  preferred  by 
many  surgeons,  but  it  certainly  has  its  contraindications  when 
the  calculus  is  too  large  or  too  hard,  and  if  one  operates  in 
emergency  for  a  serious  hematuria,  the  suprapubic  opening  of 
the  bladder  is  to  be  preferred.  After  the  stone  has  been  re- 
moved the  bladder  can  usually  be  closed  at  once  with  sutures, 
unless  the  hemorrhage  still  continues,  or  if  the  bladder  and 
urine  are  septic.  Under  these  circumstances  the  bladder 
should  always  be  drained  with  a  syphon  drainage. 

Hematuria  in  prostatic  patients.  Hematuria  is  not  com- 
mon during  the  early  part  of  prostatic  hypertrophy  and  usu- 
ally consists  of  a  few  drops  of  blood  voided  at  the  end  of 
micturition.  It  is  more  apt  to  occur  when  the  patient  has  ar- 
rived at  the  stage  where  he  can  no  longer  completely  empty 
his  bladder.  It  is  then  met  with  in  the  following  conditions: 
( 1 )  When  there  is  an  attack  of  complete  retention,  in  which 
case  the  hematuria  is  more  particularly  of  vesical  origin;  ( )  in 
incomplete  chronic  retention,  without  distension  of  the  blad- 
der; (3)  in  chronic  retention  with  a  distended  bladder,  in 
which  case  the  hematuria  usually  follows  the  passage  of  a 
catheter  and  takes  the  form  of  a  true  hemorrhage  ex  vacuo, 
from  decompression  with  the  sudden  afflux  of  blood  into  the 
capillaries,  which  are  no  longer  sustained  by  the  intravesical 
tension. 

All  the  parts  of  the  urinary  apparatus,  from  the  urethra 
to  the  kidney,  may  contribute  to  these  hematurias.    The  blad- 
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der  is  not  the  only  organ  which  can  give  rise  to  them,  but  the 
prostate  likewise  may  be  the  point  of  origin,  while  the  kidneys 
may  also  participate.  The  part  played  by  congestion  in  the 
production  of  a  hematuria  in  prostatic  patients  is  proven  from 
its  cessation  when  the  bladder  is  put  at  rest  by  a  permanent 
catheter.  The  sound  should  be  carefully  inserted  and  re- 
tained in  position  and  very  carefully  watched,  because,  if  its 
functions  are  defective,  the  bladder  will  become  distended  and 
again  bleed.  If,  after  having  completely  withdrawn  the  clots 
by  aspiration,  and  the  permanent  catheter  is  properly  inserted, 
the  hemorrhage  continues,  one  may  administer  adrenalin,  anti- 
pyrine  or  tannin  which  will  usually  control  the  loss  of  blood. 

Some  objections  have  been  raised  to  the  use  of  the  per- 
manent catheter  in  these  cases,  especially  in  elderly  men  whose 
urine  is  in  imminence  of  infection.  It  has  been  upheld  that  it 
irritates  the  bladder,  the  prostate  and  the  urethra  and  that  it 
is  always  a  possible  cause  of  infection.  For  this  reason  many 
surgeons  prefer  to  resort  to  cystotomy  at  once.  These  re- 
proaches made  for  the  permanent  catheter  are  not  merited 
and  only  apply  when  the  physician  who  has  inserted  the  cath- 
eter has  been  careless  in  his  asepsis,  or  has  neglected  to  watch 
the  functioning  of  the  instrument.  Under  these  conditions  it 
is  evident  that  its  use  may  be  a  serious  matter  to  the  patient. 

On  the  contrary,  I  believe  that  aspiration  of  the  clots 
when  carefully  carried  out,  followed  by  the  rational  use  of 
the  permanent  catheter  will,  in  most  cases,  put  an  end  to  a 
serious  hematuria  in  a  prostatic,  unless,  be  it  understood,  that 
a  secondary  cause,  such  as  a  urethral  stricture,  the  impossi- 
bility to  aspirate  very  large  clots,  or  the  presence  of  a  certain 
amount  of  gravel  prevents  aspiration  or  the  passage  of  a  suffi- 
ciently large  catheter.  There  are,  however,  cases  where  the 
hematuria  will  persist  and,  when  this  is  the  case,  cystotomy 
must  be  resorted  to,  because,  when  the  amount  of  blood  is 
large  and  rebellious  to  treatment,  the  kidney  should  be  sus- 
pected as  being  the  seat  of  a  hemorrhagic  pyelonephritis.  In 
these  cases  the  prognosis  should  be  reserved,  because,  although 
the  clots  may  be  emptied  when  the  bladder  has  been  opened, 
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it  will  cause  the  urinary  tension  to  drop,  but  the  infected  kid- 
ney which  is  full  of  clots  escapes  all  evacuating  action  of  the 
cystotomy.  The  renal  origin  of  the  hematuria  takes  away  a 
large  portion  of  the  therapeutic  value  of  cystotomy,  and,  al- 
though believing  firmly  in  this  operation  under  certain  circum- 
stances, when  other  means  have  been  carefully  applied  and 
found  useless,  where  it  has  been  often  crowned  by  success,  I 
would  point  out  that  it  is  a  resource  of  limited  value  and  will 
fail  utterly  when  the  kidney  is  the  seat  of  the  trouble.  Renal 
hematuria  in  prostatic  subjects  is  a  most  difficult  condition  to 
diagnosticate. 

Hematuria  from  neoplasms.  Among  the  various  char- 
acters of  hematuria  from  neoplasms,  there  is  one  which  is  con- 
stant, namely,  the  abundance  of  the  hemorrhage.  The  loss 
of  blood  is  particularly  considerable  in  papillomata;  epithe- 
lioma, especially  when  it  is  of  the  infiltrating  kind,  bleeds  far 
less.  All  the  medications  have  in  turn  been  successful  and 
unsuccessful.  This  is  probably  due  to  the  type  of  this  hemor- 
rhage, which  is  both  capricious  in  its  appearance  and  duration. 
It  appears  without  any  appreciable  cause  and  ceases  after  a 
variable  length  of  time,  sometimes  spontaneously.  Aspiration 
of  the  clots  and  the  permanent  catheter  are  frequently  suffi- 
cient; gelatin,  chloride  of  calcium,  tannin  and  especially  adre- 
nalin and  antipyrine  have  also  occasionally  been  successful, 
but  the  only  efficacious  treatment  is  the  removal  of  the  growth 
when  the  lesion  is  still  operable.  The  hemorrhage  will  then 
be  done  away  with  for  good. 

Suprapubic  cystotomy  done  as  an  emergency  operation 
in  cases  of  papilloma  occasionally  gives  rise  to  very  serious 
hemorrhages.  Both  the  growth  and  the  vesical  mucosa  give 
issue  to  blood,  the  bladder  becomes  filled  with  clots  and,  when 
once  the  organ  is  opened  and  emptied  of  its  contents,  the 
growth  should  be  rapidly  removed  including  a  portion  of  the 
bladder  wall  at  its  base  and  then  the  bladder  packed  with 
gauze. 

Infiltrated  neoplasms  when  too  extensive  or  located  in 
the  neighborhood  of  the  ureteral  orifices  can  only  be  treated 
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in  a  palliative  way.  The  use  of  the  thermocautery  or  the 
curette,  with  drainage,  have  been  recommended.  Total  cys- 
tectomy with  anastomosis  of  the  ureters  into  the  rectum  is  a 
very  serious  operation  and  up  to  the  present  has  not  given  any 
lease  of  life  to  the  patient. 

Hematuria  in  tuberculosis  of  the  bladder.  A  serious 
hematuria  is  rarely  met  with  in  vesical  tuberculosis  and  usually 
the  bladder  "hemoptysis"  is  small  in  amount  and  always 
ceases  when  the  patient  is  put  at  rest.  If,  however,  a  severe 
loss  of  blood  should  take  place,  the  blood  should  be  aspirated 
by  the  use  of  Bigelow's  Evacuator,  or  a  large  catheter.  How- 
ever, I  believe  that,  under  these  circumstances,  suprapubic 
cystotomy  is  absolutely  indicated,  because  it  puts  the  bladder 
at  rest,  prevents  tension,  calms  the  very  severe  pain  of  this 
affection,  especially  if  to  the  tuberculosis  has  become  added  a 
secondary  cystitis.  The  results,  however,  of  the  operation  are 
not  brilliant.  Nitrate  of  silver  should  never  be  employed. 
As  in  all  other  tuberculoses,  a  general  treatment  should  be 
instituted,  keeping  the  patient  in  the  open  and  so  forth,  but 
which,  unfortunately,  does  not  prevent  the  disease  from  con- 
tinuing its  fatal  evolution. 

Hematuria  in  stricture.  A  urethral  stricture  in  itself 
does  not  give  rise  to  hematuria,  but  it  changes  the  surgical 
procedures  if  a  vesical  or  intravesical  hemorrhage  of  any 
amount  should  take  place.  The  most  frequent  case  met  with 
is  usually  a  retrostrictural  false  passage  when  the  lesion  is 
being  treated  by  the  passage  of  sounds.  Usually  the  per- 
foration takes  place  at  the  bulb  or  prostatic  urethra.  The 
prostate  is  occasionally  speared  through,  especially  if  it  is  in- 
flamed and,  consequently,  only  slightly  resistant.  If  the 
stricture  does  not  allow  sounds  of  a  sufficient  calibre  to  pass, 
aspiration  of  the  clots,  followed  by  the  use  of  the  permanent 
catheter  cannot  be  done  and,  consequently,  the  bladder  must 
be  opened. 

A  patient  may  be  both  a  prostatic  and  strictured,  or  he 
may  have  a  calculus  and  a  stricture,  etc.  Now,  let  us  suppose 
that  a  severe  hematuria  takes  place  under  these  circumstances, 
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naturally  the  suprapubic  opening  of  the  bladder  must  be  re- 
sorted to,  because  the  stricture  of  the  urethra  does  not  allow 
the  passage  of  a  sufficiently  large  catheter.  It  is  possible  that 
in  certain  cases,  for  example  in  prostatics  with  stricture  or  in 
stricture  with  a  false  passage,  internal  urethrotomy  as  an  emer- 
gency operation  followed  by  aspiration  of  the  clots  and  the 
use  of  the  permanent  catheter  might  be  a  proper  procedure. 

There  is  one  thing  to  note  and  that  is  that  young  men  with 
strictures  very  rarely  bleed  when  they  have  retention  or  dis- 
tension of  the  bladder  on  account  of  their  stricture  and  one  at 
once  notices  the  great  difference  between  them  and  old  pros- 
tatics. In  the  former,  the  vascular  system  is,  so  to  speak,  in- 
completely developed  and  quite  resistant,  while  in  elderly  men 
the  blood-vessels  of  the  bladder  are  much  more  numerous,  and, 
at  the  same  time,  they  are  dilated  and  friable.  They  bleed 
from  the  slightest  influence. 

Such,  in  a  few  words,  are  the  principles  governing  the 
treatment  of  serious  hematuria  and  I  have  only  had  in  view 
emergency  treatment.  In  order  to  be  successful  it  requires 
always  the  same  conditions,  viz. — placing  the  bladder  at  rest 
and  evacuating  its  contents,  no  matter  what  may  be  the  meas- 
ures by  which  one  attains  this  end, 
871  Beacon  Street. 


Contributed  by  the  Author  to  The  American  Journal  of  Urology. 

REMOVAL   OF   A   WAX    CANDLE    FROM  THE 
BLADDER  BY  MEANS  OF  BENZIN. 

By  Dr.  Franz  Weisz,  Budapest,  Hungary 

THE  number  of  foreign  substances  which  find  their  way 
into  the  bladder,  whether  it  be  through  a  wound  in 
the  wall  of  the  bladder,  through  pathological  com- 
munication with  neighboring  organs,  or  through  the  urethra,  is 
extraordinarily  large,  so  that  cases  of  this  nature  are  not  of 
unusual  occurrence;  the  most  widely  differing  foreign  bodies 
have  been  found;  to  mention  but  a  few:  Fragments  of 
catheters  and  bougies,  ears  of  rye,  cucumbers,  penholders,  lead 
pencils,  wax  candles*,  pieces  of  glass,    needles,  hat  and  hair 
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pins;  recently  Mark  published  a  case  in  which  he  states  he 
removed  a  large  quantity  of  paper  from  the  bladder  of  a  male 
patient  by  means  of  sectio  alta. 

Two  months  ago  I  saw  a  man  in  whose  bladder  the  cysto- 
scope  revealed  a  large  number  of  small  wads  of  cotton,  which 
he  had  inserted  with  a  bougie  in  order  to  stretch  the  urethra, 
and  the  greater  number  of  which  had  slipped  off  upon  its 
withdrawal  and  thus  passed  into  the  bladder. 

The  removal  of  these  foreign  bodies  in  a  careful,  painless 
manner  has  always  occupied  the  minds  of  physicians.  For 
example:  Long  since,  Nelaton,  Kovacs  and  Weinlechner  sug- 
gested to  dissolve  wax  candles  by  means  of  injections  of  naph- 
tha, sealing  wax,  by  means  of  alcohol,  and  thus  remove  them 
from  the  bladder.  This  was  particularly  the  endeavor  with 
foreign  substances  of  this  nature,  as  it  frequently  happened 
that  in  attempting  to  grasp  the  waxy  substance  with  the  litho- 
trite,  it  crumbled,  and  the  lithotrite,  becoming  coated  with  fat, 
it  could  neither  be  pushed  forward  nor  withdrawn,  and  it  be- 
came necessary  to  resort  to  sectio  alta  for  its  removal. 

Lohnstein  then  published  a  case  last  year  in  which  a  lump 
of  wax  was  successfully  removed  from  the  bladder  without  a 
trace  of  injury,  by  means  of  benzin.  Since  then  Lenk  has 
reported  a  case  from  the  Hochenegg  clinic,  and  Pollak  from 
the  Lang  division,  in  which  wax  candles  were  dissolved  and 
removed  by  similar  treatment. 

A  few  weeks  ago,  a  young  man  of  twenty-nine  years 
appeared  before  me  for  examination,  complaining  that  since 
a  few  days  his  urine  had  been  cloudy  and  that  it  gave  him 
pain  to  urinate;  at  times  his  urine  was  bloody,  and  he  ascribed 
this  condition  to  the  fact  that  he  had,  a  week  previously,  when 
he  could  not  urinate  easily,  inserted  a  wax  candle  into  the 
urethra,  as  he  had  seen  his  uncle  do  for  a  similar  reason. 
The  candle,  however,  had  slipped  into  the  bladder,  and  al- 
though a  large  portion  of  it  had  passed  out,  he  believed  that 
a  part  was  still  retained. 

T  immediately  cystoscoped  the  patient.  Urine  dirty,  gray- 
ish;  contents  of  the  bladder  clear  slowly;  capacity,  150  cm3. 
The  mucous  membrane  of  the  bladder  is  velvety  all  over,  and 
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near  the  air  bubble  a  foreign,  waxy,  roll-shaped  body,  about 
four  cm.  in  size,  is  seen,  floating. 

As  there  was  no  doubt  in  this  case  that  the  foreign  body, 
which  was  lighter  than  the  water  and  floated  on  it,  was  a  por- 
tion of  a  wax  candle,  I  decided  to  dissolve  it  with  benzin  and 
thus  remove  it  (according  to  Lohnstein). 

To  this  end  I  did  not,  however,  follow  exactly  the  method 
of  Lohnstein,  who  permitted  15  to  25  cm3  benzin  to  remain  in 
the  bladder  forty-five  minutes,  without  the  least  harm  being 
done,  as  benzin  is  a  powerful  dissolvent  of  fat,  is  specifically 
much  lighter  than  water,  relatively  non-irritating,  and  but 
slightly  toxic. 

In  medical  literature  there  are,  however,  cases  of  benzin 
poisoning  on  record:  Roth  witnessed  benzin  poisoning,  with 
a  fatal  ending,  in  the  case  of  a  boy  of  one  and  one-half  years; 
Senger  observed,  in  the  case  of  a  small  child,  after  the  face 
had  been  washed  with  benzin,  unconsciousness,  convulsions, 
weakness  and  irregularity  in  the  heart  pulsations,  weak  respira- 
tion, and  even  paralysis  of  the  rectum  and  the  bladder. 

I  followed  Lenk,  who  showed  that  although  the  healthy 
bladder  will  easily  bear  50  cm.3  benzin  without  marked  irrita- 
tion, in  cases  of  strongly  developed  cystitis  the  mucous  mem- 
brane reacts  more  quickly,  and  therefore  filled  the  bladder  with 
120  cm.3  sterilized  water,  on  which  the  candle  floated  and  then 
injected  50  to  60  cm.3  benzin.  The  benzin  rose  through  the 
water  in  the  bladder,  reaching  the  highest  surface,  and  then 
acted  directly  on  the  candle.  In  spite  of  the  fact  that  the 
bladder  was  completely  distended,  the  benzin  came  in  contact 
with  only  the  uppermost,  and  a  relatively  small  part  of  the 
entire  surface,  which  was  in  healthy  condition.  The  floor  of 
the  bladder,  which  was  severely  affected  by  cystitis,  was  en- 
tirely exempt  from  the  irritation  caused  by  contact  with  the 
benzin,  and  so  there  was  no  reason  to  fear  benzin  intoxication, 
as  from  a  healthy  bladder  scarcely  anything  will  be  absorbed. 

In  the  case  of  my  patient,  I  injected  100  cm.3  sterilized 
water  and  then  50  cm.3  benzin,  which  I  allowed  to  remain 
five  minutes.  Patient  felt  well  and  no  condition  of  irritation 
was  observable.    Pulse  96.    The  evacuated  liquid  from  the 
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bladder  showed  two  layers:  a  lower  one,  yellow  (urine),  and 
an  upper  one,  cloudy  (benzin  with  the  dissolved  stearin). 

The  washing  of  the  bladder  was  repeated,  the  benzin 
being  again  permitted  to  remain  five  minutes — and  the  return 
flow  again  showed  two  layers;  I  made  several  further  injec- 
tions with  sterilized  water  and  dismissed  the  patient,  intending 
to  repeat  the  treatment  the  following  day,  by  which  time  I 
expected  the  remaining  portion  of  the  candle  to  have  become 
dissolved,  and  that  I  would  eventually  be  able  to  remove  the 
short  wick  with  the  lithotrite.  When  the  patient  made  his 
next  appearance  he  brought  the  wick,  about  6  cm.  in  length, 
which  had  passed  out  spontaneously  while  urinating;  he  is  now 
free  from  pain  with  the  exception  of  a  slight  burning  sensation 
during  urination.  Examination  of  the  bladder  revealed  no 
foreign  body.  One  week  later  the  patient  was  in  the  best 
health,  and  his  urine  light  in  color  and  clear. 

This  case  is  of  practical  importance  because  it  shows  that 
foreign  bodies  can  be  removed  from  the  bladder  by  chemical 
means,  and  on  the  other  hand,  the  importance  is  demonstrated 
of  cystoscopic  examination  of  the  bladder;  for  even  if,  in  this 
case,  the  patient  had  come  with  a  ready  diagnosis,  I  would  not 
have  proceeded  therapeutically  in  the  manner  I  have  without  a 
previous  cystoscopic  examination. 

Contributed  by  the  Author  to  The  American  Journal  of  Urology. 

LATE  SYPHILITIC  FEVER 

By  H.  J.  Scherck,  M.  D. 

Consulting  Genito-Urinary  Surgeon  to  the  Missouri-Pacific  Hospital ;  Chief  of 
the  Department  of  Genito-Urinary  Diseases  at  the  Jewish  Hospital 
Dispensary,  St.  Louis. 

FROM  a  very  instructive  and  valuable  paper,  by  Thos. 
B.  Fletcher,  M.  D.,  published  in  the  New  York  Medical 
Journal  for  June  22,  1901,  I  became  first  convinced  that 
the  experiences  related  by  the  author  had  been  carefully  studied 
and  the  conclusions  were  in  the  main  similar  to  my  own,  in 
reference  to  cases  of  a  low  type  of  fever  of  syphilitic  origin. 
At  that  time  I  felt  that  any  additional  statement  would  add 
nothing  to  the  excellent  contribution  referred  to  above.  Since 
then  I  have  been  able  to  observe  several  other  patients  suffer- 
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ing  from  similar  conditions,  and  in  the  last  three  I  was  not 
only  able  to  prove  the  diagnosis  by  the  therapeutic  test,  but  to 
confirm  the  same  by  the  Wassermann  reaction  as  well.  This 
latter  procedure  was  of  course  not  known  at  the  time  of  Fut- 
cher's  paper. 

The  literature  referring  to  this  condition  is  quite  poor. 
This  fact  has  struck  me  particularly  since  I  am  convinced  that 
many  cases  remain  unrecognized,  and  many  I  have  no  doubt 
would  prove,  on  close  analysis,  to  be  of  specific  origin.  Men- 
tion is  made  of  the  condition  only  in  a  few  text-books,  viz., 
Osier  and  Musser. 

In  this  brief  allusion,  I  will  omit  any  consideration  of  the 
clearer  and  more  common  forms  of  syphilitic  fever,  viz.,  the 
pre-eruptive  fever,  the  fever  of  invasion  which  usually  coex- 
ists with  the  secondary  eruption,  or  fever  the  result  of  gross 
inflammatory  lesions,  either  of  the  secondary  or  tertiary  stages, 
which  is  often  the  result  of  mixed  infection.  It  is  well,  how- 
ever, to  bear  in  mind  that  the  fever  of  invasion  which  usually 
precedes  and  accompanies  the  secondary  stages,  had  not,  a 
few  years  ago,  been  definitely  attributed  to  the  direct  effect  of 
the  spirochetal  pallidas  or  their  toxins — this  fact  must  be 
remembered  since  it  may  offer  the  most  logical  explanation  of 
the  condition  about  to  be  outlined. 

In  all,  my  experience  is  limited  to  six  cases.  Truly  this 
is  not  a  large  number,  but  my  work  does  not  throw  me  in  con- 
tact with  general  medical  conditions.  A  composite  history  will 
serve  as  an  index  to  all.  In  two,  there  was  no  history  of  pre- 
vious syphilis,  the  other  four  admitted  infection  and  gave  a 
clear  history  of  syphilis:  in  three. the  date  of  the  infection 
ranged  from  seven  to  twenty-five  years :  in  all  temperature  was 
normal  in  the  forenoon,  beginning  to  rise  during  the  afternoon, 
reaching  its  height  about  9  to  12  P.  M.,  followed  by  sweating 
and  often  a  subnormal  temperature  in  the  morning.  All  of 
the  patients  save  one  had  been  in  other  hands — and  various 
diagnoses  had  been  made,  viz.,  tuberculosis,  though  without 
any  other  evidence  than  the  range  of  temperature  and  lost 
weight,  malaria,  and  intestinal  auto-intoxication.  Loss  of 
weight  was  usually  complained  of.    In  all  the  patients,  careful 
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examination  was  made  to  exclude  phthisis  and  malaria,  and  in 
fact  the  true  diagnosis  in  my  first  three  cases  was  made  by 
exclusion.  In  none  of  the  patients  could  active  syphilis  be 
discovered.  In  the  last  three,  in  addition  to  all  other  means 
of  arriving  at  a  positive  diagnosis,  the  Wassermann  reaction 
was  positive;  the  therapeutic  test  seemed  to  settle  the  question, 
since  all  recovered:  temperature  becoming  normal  under  anti- 
syphilitic  treatment. 

The  writer  would  suggest  therefore  in  patients  running 
an  abnormal  temperature  resembling  phthisis,  etc.,  in  which 
the  etiology  is  not  susceptible  of  proof,  that  a  syphilitic  etiology 
be  taken  into  consideration;  he  believes  that  in  many  cases 
this  will  furnish  the  right  clue  to  the  proper  treatment. 


GROWTHS  OF  PROSTATE  AND  BLADDER  * 

By  Robert  Holmes  Greene,  M.  D.,  New  York, 

Professor  Genito-Urinary  Surgery  in  the  Medical  Department,  Fordham  Uni- 
versity;  Genito-Urinary  Surgeon  to  the   City  and  French 
Hospitals,  New  York  City. 

THE  researches  of  many  observers  demonstrate  that 
inflammations  of  the  bladder  are  more  frequent  in 
women  than  they  are  in  men.  Concerning  tumors  of 
the  bladder,  the  contrary  is  the  case.  More  than  any  other 
predisposing  cause  of  tumor  formations  are  conditions  of 
chronic  inflammation.  We  would  expect  women,  then,  to  have 
more  bladder  tumors  than  men,  and  they  probably  would  were 
it  not  for  the  part  played  by  the  prostate  as  a  causative  factor 
in  bladder  growths.  Some  observers,  such  as  Motz,  consider 
that  two-thirds  of  bladder  tumors  are  of  prostatic  origin.  This 
view  the  results  of  researches  made  by  the  author  with  Dr. 
Brooks  would  tend  to  corroborate.1 

Until  the  past  ten  years,  the  ordinary  hypertrophy  of  the 

1  Green,  Robert  Holmes,  A.  M.,  M.  D.,  and  Brooks,  Harlow,  M.  D.:  A 
Contribution  to  the  Pathology  and  Prognosis  of  Diseases  of  the  Bladder.  Med. 
News,  June  20,  1903. 

*  Read  before  the  New  York  Society  of  the  American  Urological  Associa- 
tion.   Boston  Med.  and  Surg.  Jour. 
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prostate  of  the  aged  was  considered  by  many  to  be  either  fib- 
roma or  an  adenoma,  and  many  of  these  cases  were  reported 
as  examples  of  benign  tumors,  while  malignant  diseases  of  the 
prostate  were  considered  to  be  comparatively  rare.  During 
the  past  ten  years  the  work  of  Ciencanowski 2  in  Poland, 
Brooks  and  the  author  in  this  country,  and  several  other  inves- 
tigators, has  shown  that  adenoma  and  fibroma  of  the  prostate 
was  a  comparatively  rare  condition,  and  that  the  so-called 
hypertrophy  was  the  after  result  of  a  chronic  inflammatory 
condition,  which  either  blocked  up  the  mouths  of  the  acini  of 
the  prostate,  later  causing  their  distension  and  thereby  the 
enlargement  of  the  gland,  or  fibrous  connective  tissue  formed 
between  the  acini,  pressing  them  together,  and,  when  extensive, 
making  the  small  hard  prostate,  thus  not  infrequently  giving 
rise  to  the  condition  reported  "  as  prostatism  without  a  pros- 
tate." 

Frequently,  these  two  conditions  just  mentioned  are  found 
mixed  in  the  same  prostate.  In  the  past  that  form  which 
dilated  the  acini  was  reported  as  adenoma,  the  other  form 
often  reported  as  fibroma.  Dr.  Brooks  and  myself,  in  the 
examination  of  sixty-odd  hypertrophic  prostates  microscop- 
ically, found  only  three  fibromata  and  not  a  single  true  adeno- 
mata. 

There  are,  of  course,  various  other  forms  of  benign  tumor 
than  the  two  just  mentioned  which  may  occur  in  the  prostate. 
Cysts  are  very  common ;  myoma  are  occasionally  reported,  but 
they  are  extremely  rare.  I  am  aware,  of  course,  that  the  views 
of  the  investigators  just  mentioned  have  not  been  considered 
correct  by  quite  a  number  of  writers  on  the  subject,  but,  so 
far  as  I  know,  no  pathologist  has  carried  on  a  series  of  inves- 
tigations into  the  nature  of  prostatic  hypertrophy  since  the  ar- 
ticles were  published  to  which  reference  has  been  made  who 
have  not  confirmed  those  views,  and  that  in  most  of  the  recent 
literature  on  the  subject  adenoma  and  fibroma  are  not  given 
the  importance  formerly  allotted  to  them,  anyone  interested 
can  easily  ascertain. 

2  Ciencanowski :  Quelques  Apergus  sur  le  Prostatisme.  Ann.  des  mal.  des 
org.  gen.-urin.,  1901. 
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In  the  past  cancer  of  the  prostate  and  sarcoma  was  consid- 
ered to  be  rare.  The  tendency  of  recent  investigation  is  to 
establish  the  fact  of  their  comparative  frequency  when  any 
chronic  disease  of  the  prostate  exists.  Almost  all  malignant 
growths  in  the  prostate  occurring  in  individuals  under  the  age 
of  thirty-five  are  sarcoma;  over  that  age,  cancer. 

The  prostate  presents  a  beautiful  field  on  which  to  study 
the  nature  of  carcinoma.  In  that  form  of  prostatic  hyper- 
trophy in  which  the  mouths  of  the  acini  are  stopped  up  and 
cell  proliferation  is  going  on  inside  the  acini,  but  not  breaking 
through  the  investing  membrane,  no  malignant  condition  is  as 
yet  present.  In  making  this  statement,  I  am  in  accord  with 
expert  pathological  opinion.  I  dwell  on  it  here  because  a  dis- 
tinguished European  surgeon  has  called  such  a  condition 
adenoma-carcinoma,  and  he  has  been  followed  to  some  extent 
in  that  view  by  one  or  more  surgeons  in  this  country.  These 
cases  are  not  true  carcinoma,  and  operations  reported  for  this 
condition  gave  rise  to  misleading  statistics.  They  should  not 
be  reported  as  operations  for  the  relief  of  cancer.  It  is  only 
after  the  cells  have  broken  through  the  walls  of  the  acini  and 
invaded  the  surrounding  tissue  that  true  cancer  can  be  said 
to  exist. 

Concerning  the  frequency  of  cancer  of  the  prostate,  in  the 
paper  read  by  the  writer  3  six  years  ago,  it  was  stated  as  his 
belief  that  10%  of  the  cases  of  hypertrophied  prostate  of 
severity  sufficient  to  have  brought  the  patient  to  the  attention 
of  a  physician  would  be  found  to  be  malignant.  Further  ob- 
servation has  tended  to  confirm  this  view. 

Diagnosis  of  cancer  of  the  prostate.  The  most  prominent 
symptom  is  pain;  the  next,  hemorrhage.  Objectively,  it  is  dif- 
ficult to  diagnose  by  the  touch.  Malignant  growths  feel  harder 
than  other  enlargements.  Residual  urine  is  of  no  diagnostic 
value  in  regard  to  its  amount.  Neither  is  any  great  enlarge- 
ment of  the  prostate.  The  writer  operated  on  a  case  six  years 
ago  in  which  neither  of  the  above  conditions  existed.  Great 

3  Greene,  Robert  Holmes.  A.  M.,  M.  D.:  Cancer  of  the  Prostate.  N.  Y. 
Med.  Jour.,  and  Phila.  Med  Jour.,  October,  1903. 
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pain  was  present;  a  small  carcinoma  was  found  in  the  center 
of  the  prostate.  Cancer  of  the  prostate  may  cause  a  tumor 
of  very  large  size  jutting  up  into  the  bladder  before  the  sur- 
rounding tissues  apparently  are  invaded  to  any  considerable 
extent.  A  case  of  this  kind  occurred  in  the  practice  of  the 
writer;  the  patient  lived  six  months  after  the  operation  for  its 
removal.  In  this  case,  the  bladder  capacity  was  much  dimin- 
ished by  the  growth.  Comparatively  little  residual  urine  was 
present. 

One  diagnostic  factor  may  be  mentioned  which  was  referred 
to  in  the  paper  of  six  years  ago,  and  that  is  that  any  marked 
change  occurring  in  an  individual  with  a  hypertrophied  pros- 
tate already  under  observation,  such  as  pain,  if  it  did  not  pre- 
viously exist,  and  a  nodular  condition  appear  to  the  touch 
which  had  not  previously  been  present,  should  excite  suspicion 
of  malignancy.  Such  factors  as  rapid  emaciation  or  enlarge- 
ment of  the  inguinal  glands  should  also  receive  consideration. 

Sarcoma  of  the  prostate  gives  little  hope  of  recovery.  The 
great  factor  here  in  the  diagnosis  is  the  age  of  the  patient, 
and  early  removal  of  sarcoma  would  seem  to  indicate,  accord- 
ing to  some  cases  which  have  recently  been  reported,  that  the 
prognosis  is  not  necessarily  hopeless  as  was  formerly  consid- 
ered the  case.  The  technic  of  the  use  of  the  cystoscope  as  a 
diagnostic  factor  will  be  considered  in  some  of  the  other  papers 
of  the  evening. 

Concerning  the  treatment,  necessarily  surgical  for  malignant 
growths  of  the  prostate,  what  is  the  best  method  of  removal 
of  cancer  of  the  prostate?  The  writer  is  in  doubt  as  to  the 
best  procedure  to  adopt.  The  main  idea  should  be  to  remove 
such  growths  before  they  have  invaded  the  tissues  outside  the 
prostate,  either  by  the  superpubic  route  or  by  any  of  the  vari- 
ous perineal  routes.  Other  things  being  equal,  it  should  be 
remembered  that  the  general  condition  of  the  sufferers  from 
these  growths  is  almost  invariably  below  par,  and  the  quickest 
way  in  which  the  growth  can  be  removed  is  the  best  way. 

Concerning  the  operation  for  the  total  removal  of  the  pros- 
tate with  amputation  of  the  neck  of  the  bladder,  its  value  has 
not  as  yet  been  clearly  demonstrated.    The  statistics  of  relief 
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following  this  operation  are  unreliable  from  the  fact  that  some 
of  the  cases  reported  as  malignant  which  have  been  relieved 
through  this  operation  have  not  been  cases  of  true  carcinoma; 
they  have  been  cases  in  which  the  cells  have  not  broken  through 
the  investing  membrane,  and  represent  a  type  of  cases  previ- 
ously referred  to  in  this  paper. 

Operation  should  not  necessarily  be  refused  even  if  there  is 
not  much  hope  of  total  removal  of  the  growth;  in  fact,  it  is 
very  hard  to  tell  when  the  malignant  growth  has  been  totally 
removed,  as  the  bladder  walls  may  have  become  already  in- 
volved without  direct  evidence  of  its  being  present.  From 
what  experience  the  writer  has  had  in  his  own  practice,  which 
is  somewhat  limited,  hopeless  cases  in  which  more  or  less  rad- 
ical operation  was  performed  apparently  suffered  less  than 
those  cases  which  he  has  observed  in  which  no  operation  was 
undertaken  beyond  the  installation  of  permanent  drainage. 

What  may  we  expect  in  the  future  concerning  the  treatment 
of  malignant  growths  of  the  prostate?  If,  as  the  writer  be- 
lieves, chronic  inflammatory  conditions  give  rise  to  the  so-called 
prostatic  hypertrophy,  which  latter  gives  rise  to  cancer,  we  may 
properly  expect  that  in  the  future  a  more  generally  dissemi- 
nated knowledge  of  the  seriousness  of  chronic  inflammatory 
conditions  in  the  prostatic  region,  if  left  untreated,  together 
with  the  more  general  use  of  the  cystoscope,  should  lead  in 
years  to  come,  through  the  better  understanding  of  the  pathol- 
ogy of  these  conditions,  and  through  increased  refinement  of 
diagnosis,  to  a  more  thorough  treatment  of  what  should  be 
considered  pre-cancerous  condition.  This  will  lead  to  a  great 
diminution  in  the  occurrence  of,  or  a  retardation  in,  the  ap- 
pearance of  these  growths,  with  the  amelioration  of  much 
suffering  and,  as  far  as  these  growths  are  a  cause  to  the  con- 
trary, with  the  prolongation  of  human  life.  Remarks  con- 
cerning the  nature  and  diagnosis  of  bladder  tumors  as  distinct 
from  those  connected  with  the  prostate  are  reserved  for  a 
forthcoming  article.  The  statement  can  be  made  that  almost 
all  tumors  of  the  bladder  are  either  malignant  or  on  the  way 
to  become  so,  and  that  at  the  present  time  when  they  come 
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under  the  observation  of  the  surgeon  the  majority  of  them  are 
multiple. 

Treatment.4 — Within  the  last  five  years  some  able  and  in- 
teresting articles  have  been  written  advocating  new  methods 
of  removal  of  bladder  tumors.  Most  of  these  new  operative 
procedures  have  reference  to  the  resection  of  all  or  portions 
of  the  bladder.  I  refer  here  to  the  article  of  Charles  H. 
Mayo,5  who  advocates  the  transperitoneal  removal  of  tumors 
of  the  bladder:  laparotomy  is  performed,  the  peritoneum 
stripped  back,  the  apex  of  the  bladder  brought  well  into  view, 
the  desired  part  of  the  bladder  resected,  the  bladder  wound 
sewed  up,  the  toilet  of  the  peritoneum  made,  the  bladder  re- 
turned. Dr.  Albert  Ashton  Bird 6  recommends  resection  of 
the  bladder  wall  and  transplantation  of  the  ureter  when  the 
ureteral  orifice  is  involved  into  the  apex  instead  of  the  base  of 
the  bladder,  as  in  his  opinion  there  is  less  danger  of  the  conse- 
quent involvement  of  the  ureter  if  placed  in  the  position  men- 
tioned. Albarran,  in  order  to  obtain  more  room  in  four  cases, 
split  the  symphysis  of  the  pubes  and  retracted  them,  in  that 
way  obtaining  a  better  view  of  the  front  of  the  bladder,  so  as 
to  have  more  room  to  resect  the  tumor.  Albarran  operated 
by  this  means  in  four  cases,  in  one  of  which  a  fistula  was  left 
behind,  and  he  advocates  insertion  of  two  silver  wire  sutures 
to  bring  the  bones  together  after  they  have  been  spread  apart. 
Complete  extirpation  of  the  bladder  for  the  relief  of  malig- 
nant growths  is  commencing  to  be  performed  somewhat  more 
frequently,  and  Dr.  F.  C.  Watson,  of  Boston,  has  advocated 
permanent  drainage  of  the  pelvis  of  the  kidney  in  such  cases 
rather  than  the  transplantation  of  the  ureters.  All  the  above 
procedures,  or  any  one  of  them,  may,  in  certain  cases,  be  an 
operation  of  some  value,  and  it  is  not  the  desire  of  the  writer 

4  In  considering  the  treatment  of  bladder  tumors,  I  shall  not  refer  to  their 
treatment  by  the  operative  cystoscope  except  that  they  may  be  removed  by  this 
for  diagnosis  or  may  have  a  field  in  the  future,  preferring  to  leave  the  dis- 
cussion of  their  use  to  the  paper  following  this. 

5  Mayo,  Charles  H.:  Removal  of  Bladder  Tumors.  Am.  Jour.  Obstet., 
N.  Y.,  1908. 

8  Bird,  Albert  Ashton :  Radical  Treatment  of  Carcinoma  of  the  Bladder. 
Ann.  of  Surg.,  1908. 


470     AMERICAN  JOURNAL  OF  UROLOGY 


to  criticise  any  or  all  of  these  procedures  if  the  indications  of 
the  individual  case  seem  to  require  their  carrying  out.  The 
observation  of  his  own  cases  would  lead  him  to  believe  that 
few  tumors  are  presented  in  which  resection  is  practical.  Far- 
ther experience  may  cause  him  to  change  or  modify  these  views. 
I  may  make  my  point  of  view  clearer  by  briefly  narrating  the 
history  of  a  few  cases  which  have  come  under  my  observation. 

Two  years  ago  I  was  called  on  at  night  from  the  City 
Hospital  to  operate  on  a  patient  who  had  been  in  the  medical 
wards,  and  transferred  to  my  service  for  the  relief  of  a  stric- 
ture of  so  small  a  caliber  that  the  house  surgeon  could  not  pass 
a  filiform.  His  illness  had  been  diagnosed  as  entirely  due  to 
his  stricture.  The  general  condition  of  the  patient  was  very 
poor  indeed.  When  I  felt  of  the  adomen  there  seemed  no 
indication  of  a  distended  bladder,  but  on  examining  the  lungs 
it  appeared  to  me  that  there  was  something  at  the  base  of 
one  of  the  lungs.  The  patient  being  in  an  almost  moribund 
condition,  the  state  of  affairs  being  as  they  were,  I  was  unable 
to  disagree  with  the  diagnosis  made,  particularly  concerning 
the  condition  of  the  lungs,  as  the  chest,  I  understood,  had  been 
looked  over  by  a  competent  medical  observer.  The  patient 
was  so  near  moribund  that  I  did  not  think  it  wise  to  admin- 
ister an  anesthetic,  did  an  external  urethrotomy  under  cocaine 
and  found,  as  I  anticipated  to  be  the  case,  very  little  urine  in 
the  bladder.  I  introduced  a  perineal  tube,  and  had  the  patient 
removed  as  rapidly  as  possible  from  the  table  and  instructed 
the  house  surgeon  as  soon  as  possible  on  the  following  day  to 
introduce  an  aspirating  needle  into  the  base  of  the  pleural 
cavity  to  see  if  there  was  any  fluid  at  the  bottom  of  the  lung. 
The  next  day  the  patient's  condition  was  very  much  better, 
the  house  surgeon  forgot  my  instructions  to  introduce  an  aspi- 
rating needle  at  the  base  of  the  lung.  The  second  day  the 
patient  died  suddenly,  and  I  procured  an  autopsy.  I  will  say 
that  in  operating  I  had  noticed  no  particular  enlargement  of 
the  prostate  or  change  in  the  bladder  wall,  except  that  the 
vesical  orifice  seemed  a  little  higher  up  than  usual.  On  au- 
topsy, the  patient  was  found  to  have  a  large  abscess  at  the  base 
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of  one  of  his  lungs,  hydronephrosis  in  one  kidney,  pyonephro- 
sis in  another,  and  the  most  interesting  case  of  malignant  dis- 
ease of  the  prostate,  bladder  and  ureter.  There  was  no  marked 
growth  anywhere,  but  a  form  of  growth  which  the  histologists 
pronounced  cancer  invaded  the  prostate,  the  bladder,  the 
ureter,  to  some  extent  the  kidney,  just  as  if  a  thin  coating  of 
paint  had  been  run  over  all  these  organs.  In  a  case  like  that 
no  resection  of  the  bladder  could,  of  course,  have  been  of  any 
benefit. 

The  first  case  of  bladder  tumor  the  writer  ever  saw  had  a 
well-defined  single  tumor  with  a  well-defined  base;  this  was 
through  the  courtesy  of  his  friend  Dr.  J.  Vanderpool ;  he  has 
never  seen  one  since.  The  second  case  seen  was  operated  on  by 
the  writer  and  was  as  follows:  A  man  of  about  forty  came 
to  the  City  Hospital  for  relief  of  hemorrhage  of  the  bladder. 
On  opening  his  bladder  the  appearance  was  that  such  as  you 
get  looking  at  the  bottom  of  one  of  the  aquariums  occasionally 
seen  in  shop  windows.  All  kinds  of  fungoid  and  vegetable 
growths  were  present,  some  of  which  looked  like  seaweed  and 
some  of  which  were  occasionally  interspersed  with  what  looked 
like  stalks  of  celery.  These  growths  pretty  well  covered  over 
the  base  and  sides  of  the  bladder;  some  of  them  he  cauterized, 
some  of  them  he  tore  off,  some  of  them  he  tied  off,  the  wound 
healed  rapidly,  the  patient  left  the  hospital  with  no  hemor- 
rhage, and  he  is  unable  to  tell  his  subsequent  history. 

The  next  case  on  which  I  operated  was  that  of  an  old  man 
for  the  relief  of  hemorrhage  of  the  bladder;  growths  some- 
what similar,  but  in  apparently  a  more  advanced  stage,  were 
present  and  occupied  about  all  the  roof  of  the  bladder.  It 
was  a  curious  thing  in  this  case  to  notice  the  extreme  thinness 
of  the  bladder  wall.  There  seemed  to  be  no  ulcerative  process 
going  on,  but  the  bladder  wall  was  so  thin  and  friable  that, 
after  incising  the  muscle,  by  simply  pushing  my  finger  not  at 
all  severely  on  the  wall  of  the  bladder,  it  pushed  right  through, 
the  wall  of  the  bladder  being  so  much  like  parchment.  In  a 
case  of  this  type  no  resection  of  the  bladder  wall  could  have 
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been  of  any  benefit,  because  union  could  not  have  occurred. 
This  patient  lived  only  a  week  after  operating.  I  recently 
operated  on  another  case  in  which  a  similar  condition  was 
present,  a  process  midway  between  the  two  others  just  men- 
tioned being  present.  He  had  two  tumor  masses,  one  on  the 
roof,  one  on  the  side  of  the  bladder,  the  base  of  each  of  which 
was  some  three  or  four  inches  in  diameter. 

This  brings  us  to  the  consideration  of  an  interesting  point, 
and  that  is  the  apparent  tendency  of  these  bladder  growths  to 
extend  by  contact. 

In  this  last  case,  it  was  as  if  the  closing  of  the  bladder  had 
caused  a  growth  which  commenced  at  the  side  to  start  up 
another  one  on  the  roof,  or  vice  versa.  Of  course  in  such 
case  any  resection  would  have  been  impossible.  This  patient 
lived  six  weeks,  and  died  apparently  from  other  causes.  The 
writer  mentions  these  cases  to  illustrate  the  fact  that  while  re- 
section in  certain  cases  may  be  advisable,  it  will  probably  be 
more  popular  only  in  the  future  when  these  growths  are  made 
out  earlier  before  they  have  had  so  much  opportunity  to  be- 
come multiple. 

Albarran's  ordinary  method  of  resection,  in  which  the  inci- 
sion made  is  rhomboidal,  in  the  cases  in  which  resection  is 
practical,  seems  to  the  writer  the  most  advisable.  Albarran 
makes  one  valuable  suggestion,  and  that  is,  that  it  is  well 
to  carefully  study  the  situation  before  making  the  resection, 
so  that  the  borders  of  the  wound  can  be  well  brought  together 
afterwards,  and  not  have  a  tendency  to  gap  apart.  Also  the 
idea  of  Mayo  appeals  to  the  author  that  when  a  single  growth 
is  found  and  is  practical  to  resect  and  more  room  has  to  be 
made  for  it  than  the  ordinary  suprapubic  incision  will  permit, 
laparotomy  should  be  performed. 

In  removing  a  small  isolated  growth,  and  with  it  a  small 
piece  of  the  bladder  wall,  as  illustrated  in  the  textbooks  such 
as  that  written  by  Dr.  Brooks  and  myself,  among  others,7  in 

7  Green  and  Brooks:  Diseases  of  the  Genito-Urinary  Organs  and  the  Kidney. 
Philadelphia:    W.  B.  Saunders  Company,  1908. 
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which  ordinarily  a  lozenge-shaped  wound  is  left  behind,  I 
think  the  idea  of  Albarran  that  the  stitches  should  be  intro- 
duced beforehand,  before  the  growth  itself  is  removed,  in 
order  to  prevent  the  after-hemorrhage,  is  a  good  one  to  be 
adopted.  Unfortunately,  the  author  is  unable  to  add  very 
much  from  personal  experience  of  value  to  the  operative  tech- 
nic of  these  operations,  except  that  each  individual  case  must 
be  judged  on  its  own  merits. 

He  believes  that  the  anesthetic  should  be  administered  as 
short  a  time  as  possible,  and  that  as  much  as  possible  all  pro- 
cedures, such  as  distention  of  the  bladder  with  fluid  or  with 
air,  should  be  done  before  the  patient  is  anesthetized,  and  but 
as  little  time  should  be  wasted  doing  the  operation  itself  as 
possible.  The  little  forceps  here  presented  are  very  useful  in 
catching  the  mucous  membrane  of  the  bladder  and  holding  the 
wound  open.  What  is  ordinarily  called  the  "  Pea  "  light  is 
most  useful  in  observing  the  bladder  while  operating.  Several 
men  who  have  operated  extensively  on  prostatic  growths  rec- 
ommend that  within  three  or  four  days  the  patient  should  be 
allowed  to  sit  up  and  gotten  out  of  bed  as  rapidly  as  possible. 
The  writer  thinks  that  he  did  harm  to  one  patient  in  pushing 
this  to  the  extreme.  Several  recent  surgeons  have  advocated 
the  advisability,  following  a  suprapubic  cystotomy,  of  attach- 
ing the  bladder  wall  to  the  abdominal  muscles  for  a  few  days 
to  obviate  the  dead  space.  As  far  as  the  writer's  experience 
goes — he  has  tried  both  ways — it  has  never  appeared  to  him 
to  make  any  great  practical  difference. 

The  history  of  one  case  of  total  extirpation  of  the  bladder 
has  been  brought  to  his  attention,  the  results  of  which  were 
not  such  as  to  encourage  him  to  perform  it  should  the  oppor- 
tunity arise.  One  case  has  been  under  his  care  in  which  per- 
manent drainage  was  made  in  each  kidney,  by  one  of  his  pred- 
ecessors in  the  hospital,  for  inoperable  cancer  of  bladder  and 
rectum.  The  patient  died  shortly  after  the  operation,  appar- 
ently suffering  as  little  or  less  than  if  simple  permanent  drain- 
age had  been  instituted  through  the  bladder.  On  general 
principles  the  writer  is  a  believer  in  operations  for  the  relief 
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of  malignant  growths  of  the  prostate  or  bladder,  if  they  are 
at  all  practical,  because  the  observation  of  cases  on  which  no 
operation  has  been  attempted,  simply  a  permanent  drainage 
tube  inserted,  would  apparently  demonstrate  to  him  that  those 
cases  suffer  as  much,  if  not  more,  than  those  in  which  some 
operative  procedure  has  been  attempted,  even  if  permanent 
recovery  could  not  be  looked  for.  Such  is  the  condition  of 
affairs  concerning  growths  of  the  bladder  at  the  present  time. 
There  are  reasons  for  hope  that  in  the  future,  in  the  bladder 
as  well  as  in  the  prostate,  a  better  understanding  of  the  dan- 
gers of  chronic  inflammatory  processes  will  lead  to  their  more 
prolonged  treatment,  and  that  the  more  common  use  of  the 
exploring  cystoscope  will  lead  to  the  earlier  recognition  of 
such  conditions,  as  well  as  to  the  earlier  recognition  of  new 
growths  of  the  bladder,  so  that  surgical  treatment  can  be  insti- 
tuted before  the  surrounding  tissues  have  become  invaded,  and 
while  the  growths  are  single,  in  which  case  better  results  from 
our  efforts  may  be  expected  than  are  at  present  possible. 


THE  CONDITION  KNOWN  AS  "SURGICAL 
KIDNEY  " 

THE  title  of  "  surgical  kidney  "  has  long  been  used  to 
denote  a  condition  in  which  symptoms  referable  to 
disease  of  the  kidney  make  their  appearance  second- 
arily to  other  surgical  conditions,  but  principally  obstructive 
or  paralytic  lesions  in  the  lower  urinary  tract. 

The  kidney  is  liable  to  a  number  of  affections  which  are  the 
outcome  of  one  or  both  of  two  main  factors,  which  are  ( I ) 
obstruction  to  the  outflow  of  urine,  and  (2)  infection  either 
from  without  or  from  the  blood  stream.  The  actual  condition 
found  will  vary  in  each  case  according  to  which  of  these 
factors  is  the  more  powerful.  Sometimes,  however,  only  one 
of  these  causes  is  present.  Thus  obstruction  alone  gives  rise 
to  hydronephrosis,  though  it  is  always  possible  that  infection 
may  occur  later  and  a  typical  pyonephrosis  result;  and,  again, 
infection  of  the  kidney  without  obstruction  will  most  probably 
cause  a  condition  of  acute  nephritis. 
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But  where  the  two  causes  are  present  at  one  and  the  same 
time,  the  result  will  depend  on  the  relative  proportion  of  infec- 
tion and  obstruction.  Thus  where  the  obstructive  element  out- 
weighs the  infective  a  pyonephrosis  is  likely  to  occur,  but  when 
these  are  equivalent  pyelonephritis  is  most  often  set  up,  and 
this  is  typically  the  condition  to  which  the  name  of  surgical 
kidney  has  been  applied. 

Pyelonephritis  must  be  regarded  then  as  the  result  of  an 
ascending  inflammation  which  is  secondary  to  any  condition 
which  prevents  the  natural  outflow  of  urine.  It  must  not  be 
thought  that  the  name  implies  that  the  condition  is  the  result 
of  surgical  interference;  this  is  not  the  case. 

The  common  causes  of  obstruction  to  the  outflow  of  urine 
are  situated  below  the  neck  of  the  bladder;  they  are  urethral 
stricture,  whether  this  be  traumatic  or  gonorrheal  in  origin, 
and  enlargement  of  the  prostate.  Any  morbid  condition  which 
prevents  the  bladder  from  emptying  itself,  such  as  disease  of 
or  injury  to  the  lumbar  spine  at  the  level  of  the  bladder  center, 
will  have  the  same  effect.  In  these  cases  the  renal  condition 
will  be  bilateral.  But  pyelonephritis  can  also  occur  in  a  single 
kidney  from  obstruction  to  the  passage  of  urine  along  one 
ureter,  as,  for  instance,  by  the  impaction  of  a  calculus  in  it. 

The  bladder  condition  probably  acts  upon  the  kidney  in 
more  ways  than  one :  ( i )  the  whole  genito-urinary  tract  is 
constantly  irritated,  and  therefore  in  a  state  of  persistent  hy- 
peremia, resulting  in  interstitial  nephritis,  and  (2)  as  the  re- 
sult of  the  obstruction  the  urine  is  retained  under  pressure  in 
the  pelvis  of  the  kidney,  which  gradually  becomes  distended; 
and  as  the  pressure  is  distributed  backwards  to  the  renal  sub- 
stance, the  kidney  itself  is  damaged  and  in  time  becomes  re- 
duced to  a  collection  of  cysts. 

Origin  of  the  Infection. — But  where  does  the  infective  ele- 
ment come  from?  It  has  been  suggested  that  this  is  always  the 
result  of  the  passage  of  a  catheter  which  is  not  strictly  aseptic. 
There  is  no  doubt  that  this  occasionally  occurs,  but  that  there  is 
ample  evidence  that  it  cannot  be  held  responsible  for  all  cases, 
since  pyelonephritis  is  sometimes  met  with  in  cases  on  which 
instrumentation  has  never  been  performed. 
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If  the  outflow  from  the  bladder  has  been  obstructed  for  any 
length  of  time,  as,  for  instance,  in  a  case  of  enlargement  of 
the  prostate,  the  urine  which  is  withdrawn  by  catheterization 
will  be  found,  if  examined  microscopically,  to  contain  a  number 
of  micro-organisms,  any  one  of  which  may  have  the  power  of 
ascending  the  ureters  and  setting  up  more  or  less  acute  inflam- 
matory changes  on  the  kidney.  One  kidney  is  usually  affected 
before  the  other,  but  since  in  the  vast  majority  of  cases  the 
obstruction  is  situated  below  the  neck  of  the  bladder,  the  con- 
dition becomes  bilateral  sooner  or  later;  but,  even  then,  it  will 
be  found  post-mortem  that  one  kidney  is  in  a  more  advanced 
state  of  degeneration  than  the  other. 

From  what  has  been  said,  it  will  be  seen  that,  clinically 
speaking,  the  condition  is  one  that  should  be  guarded  against 
by  prophylactic  measures,  since  it  is  hopeless  to  expect  a  com- 
plete cure  when  once  it  has  declared  itself.  In  all  cases,  then, 
in  which  there  is  obstruction  to  the  outflow  of  urine,  two  obvi- 
ous duties  confront  the  surgeon.  One  is  to  restore  the  lumen 
of  the  urinary  passage  with  the  least  possible  delay,  and  the 
second  is  to  take  scrupulous  care  to  keep  the  interior  of  the 
bladder  clear  by  irrigating  it  with  bland  antiseptic  lotions. 

Symptoms  and  Signs. — The  disease  shows  itself  insidiously. 
The  patient  may  at  first  complain  of  symptoms  which  have 
no  direct  reference  to  the  kidney,  such  as  anorexia  or  dyspepsia 
and  sleeplessness;  and  at  the  same  time  a  slight  rise  of  tem- 
perature may  be  observed.  Later  he  will  complain  of  pain  in 
one  or  both  loins.  The  urine,  which  may  at  first  be  acid,  be- 
comes alkaline  later.  If  examined  microscopically  it  will  be 
found  to  contain  a  small  amount  of  pus,  albumen,  and  renal 
epithelial  cells  and  casts.  Examination  of  the  abdomen  will 
reveal  a  tenderness  on  palpation  in  one  or  both  loins,  but  there 
will  not  be  any  palpable  enlargement  of  the  kidney  unless  the 
condition  has  gone  on  to  a  pyonephrosis. 

The  preliminary  symptoms  should  be  sufficient  to  awaken 
suspicion  that  the  kidney  is  already  damaged,  and  if  the  pa- 
tient is  not  already  in  bed  he  should  at  once  be  put  there.  The 
obstruction  to  the  outflow  of  urine  should  be  removed.  This 
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is  most  important,  and  it  is  better  even  to  perform  a  supra- 
pubic cystotomy  as  a  temporary  measure  than  to  risk  any 
delay.  The  bowels. should  be  kept  freely  open.  Drugs  should 
be  prescribed  which  have  a  diuretic  effect  as  well  as  a  local 
antiseptic  action  on  the  urinary  tract.  The  writer  has  obtained 
good  results  from  the  use  of  helmitol,  grains  xv.,  three  times 
a  day.  In  addition  the  bladder  should  be  sedulously  irrigated. 
A  good  prognosis,  however,  can  hardly  ever  be  given. 


MOVABLE  KIDNEY  OPERATION 

IN  an  address  delivered  at  the  last  annual  meeting  of  the 
Ipswich  Clinical  Society,  Sir  W.  Watson  Cheyne  dwelt 
upon  the  causes  of  frequent  failure  in  operations  for  mov- 
able kidney,  and  outlined  the  details  of  his  operation,  which  en- 
ables one  to  fix  the  organ  in  its  proper  position,  and  has  so  far 


Fig.  i 


given  him  excellent  results.  The  operation  is  performed  as 
follows : 

The  patient  lies  on  the  back  with  a  small  pillow  under  the 
loin,  projecting  it  slightly  forward :  it  is  not  necessary  to  push 
the  lumbar  region  very  far  forward.    An  incision  is  then  made 
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along  the  edge  of  the  ribs  and  an  inch  below  them,  beginning 
about  the  edge  of  the  latissimus  dorsi,  or  practically  just  where, 
looking  down  on  the  patient,  the  anterior  surface  of  the  abdo- 
men ends,  and  from  this  point  it  is  carried  forwards  parallel  to 
the  edge  of  the  ribs  for  from  3  to  4  inches.  It  is  well  to  make 
the  incision  short  in  the  first  instance  and  it  can  be  subsequently 
lengthened  if  necessary.  The  skin  and  fascia  are  then  divided 
and  also  the  external  oblique  muscle;  the  internal  oblique  and 
transversalis  muscles  can  be  partly  separated  and  partly  divided. 
They  only  require  a  little  division  here  and  there,  and  any 
nerves  that  are  crossing  can,  as  a  rule,  be  pulled  out  of  the  way. 


Fig.  2 


One  then  comes  down  on  the  transversalis  fascia  (see  Fig  1.) 
The  fascia  is  not  divided  but  is  pushed  towards  the  middle  line, 
the  peritoneum,  fascia,  and  kidney  being  thus  carried  forward 
together.  In  this  way  there  is  less  risk  of  tearing  the  peri- 
toneum, and  we  also  get  at  once  to  the  posterior  surface  of  the 
kidney,  which  can  be  easily  felt.  The  edges  of  the  wound 
being  well  retracted  and  the  fascia  and  peritoneum  being  held 
well  towards  the  middle  line,  and  the  kidney  being  fixed  by  the 
assistant's  hand  placed  in  front  of  the  abdomen,  the  outline  of 
the  kidney  can  be  readily  palpated.  A  hole  is  now  made  in 
the  perirenal  fascia  over  the  posterior  part  of  the  kidney,  and 
the  renal  fat  will  at  once  protrude.  This  hole  can  now  be  en- 
larged vertically  over  the  posterior  surface  of  the  kidney,  and 
the  fat  being  pushed  outwards  or  removed  the  posterior  surface 
of  the  kidney  is  exposed.    The  renal  fat  is  then  partly  removed 
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and  partly  pulled  forwards  with  the  perirenal  fascia  (Fig.  2), 
and  the  kidney  is  gradually  shelled  out  and  can  be  readily 
brought  out  of  the  wound.  The  posterior  part  of  the  wound  is 
then  thoroughly  cleared  from  fat  till  the  diaphragm,  the  psoas, 
and  the  quadratus  lumborum  muscles  are  fully  exposed.  The 
fatty  capsule  and  the  posterior  part  of  the  renal  capsule  are 
thoroughly  turned  aside,  and  I  think  it  is  well  to  take  away  a 
good  deal  of  the  fat  in  case  it  should  get  in  between  the  kidney 
and  the  muscles  and  prevent  firm  adhesion.  The  kidney  is  then 
turned  forwards  and  incisions  are  made  through  the  capsule 


It  I 

Fig.  3 

on  the  posterior  surface,  as  shown  in  the  diagram  (Fig  3)  — 
namely,  a  vertical  incision  surface  and  curving  outwards  at 
the  upper  part  towards  the  upper  and  inner  part  of  the  pos- 
terior surface,  and  then  a  transverse  incision  running  across  the 
kidney  at  the  lower  end  of  this  vertical  incision.  The  capsule 
can  then  be  stripped  off  as  far  as  the  convex  border  of  the  kid 
ney.  From  each  end  of  the  lower  transverse  incision  a  small 
vertical  incision  is  made  through  the  capsule,  and  then  this  por- 
tion can  be  pulled  down  so  as  to  hang  downwards  from  the 
lower  pole  of  the  kidney  ( Fig.  4) .  The  fatty  capsule  and  loose 
fascia  being  prevented  from  getting  in  between  the  kidney  and 
the  posterior  muscles,  the  kidney  can  now  be  turned  back  and 
placed  exactly  in  the  position  which  is  desired;  it  can  be  put 
up  as  far  as  one  wishes,  and  also  at  the  proper  distance  from 
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the  spine.  By  means  of  strong  catgut  or  silk  stitches  the  ver- 
tical piece  of  capsule  is  now  stitched  down  to  the  muscles  be- 
hind, taking  care  not  to  stitch  it  too  tightly,  because  the  natural 
tendency  of  the  kidney  is  for  the  outer  border  not  to  be  so 
closely  in  contact  with  the  posterior  wall  of  the  abdomen  as 
the  inner  border  is.  The  piece  of  capsule  which  is  hanging 
down  from  the  lower  pole  is  then  stitched  to  the  muscles  below 


Fig.  4 

the  kidney,  and  in  this  way  the  raw  surface  of  the  kidney  is 
kept  in  contact  with  the  surface  of  the  muscles  behind  and  ac- 
quires firm  adhesion  to  them.  The  capsule  at  the  lower  part 
is  strengthened  by  stitching  down  the  detached  portion  of  the 
renal  capsule  so  as  to  form  a  sort  of  ledge  on  which  the  kidney 
rests.  The  kidney  having  been  fixed,  the  peritoneum  is  then 
allowed  to  fall  back  into  position  and  a  few  stitches  will  gen- 
erally bring  the  deeper  muscles  together,  while  the  external 
oblique  is  closely  united  by  two  or  three  mattress  sutures  and 
subsequently  by  a  continuous  catgut  suture. 

Apart  from  the  ease  with  which  one  can  fix  the  kidney  in 
its  proper  position  by  this  operation,  there  is  another  great  ad- 
vantage in  this  incision.  Everyone  is  familiar  in  cases  of  mov- 
able kidney  with  the  difficulty  of  being  certain  that  all  the 
symptoms  are  entirely  due  to  that  mobility,  and  that  other  im- 
portant conditions  are  not  also  present,  and  may  indeed  be  the 
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main  cause  of  the  patient's  trouble.  The  four  chief  things 
which  have  to  be  considered  in  such  cases  are:  gall-stones, 
duodenal  ulcer,  movable  liver  and  enteroptosis,  and  appendix 
trouble,  and  it  is  not  always  easy  to  say  whether  the  symptoms 
are  due  to  movable  kidney  or  to  one  or  other  of  these  condi- 
tions.   The  author  concludes: 

Now,  with  the  ordinary  lumbar  incision  one  cannot  as  a 
rule  make  any  investigation  of  the  condition  of  these  other 
parts,  but  with  the  incision  which  I  have  described  it  is  quite 
easy  to  do  so.  By  making  an  incision  into  the  peritoneal  cavity 
after  having  exposed  the  kidney,  one  can  ascertain  the  condition 
of  the  various  parts  to  which  I  have  referred.  A  movable 
liver,  of  course,  is  evident  at  once,  even  before  the  peritoneum 
is  opened,  and  by  extending  the  incision  another  inch  or  so  for- 
wards one  can  ascertain  the  condition  of  the  gall-bladder  and 
of  the  duodenum.  In  many  of  these  cases  also  the  colon  is  so 
movable  that  one  can  pull  up  the  csecum  and  examine  the  con- 
dition of  the  appendix,  or  at  any  rate  in  trying  to  do  so  can 
ascertain  whether  adhesions  are  present  or  not,  which  are  bind- 
ing the  caecum  down.  And  not  only  can  these  conditions  be 
diagnosed,  but  some  of  them  can  also  be  remedied  without  mak- 
ing a  further  incision.  For  example,  it  is,  of  course,  quite  easy 
to  stitch  the  liver  up  to  the  edge  of  the  ribs  so  as  to  obtain 
adhesion  between  that  organ  and  the  diaphragm.  And  also,  as 
in  most  of  the  cases  of  enteroptosis  the  hepatic  flexure  of  the 
colon  is  practically  non-existent,  the  colon  can  be  fixed  up  to 
the  under  surface  of  the  liver  at  the  same  time.  And  then  the 
various  conditions  in  connection  with  the  gall-bladder  are  quite 
accessible  by  extending  the  incision  somewhat  forwards. 

As  regards  the  duodenum,  of  course  if  it  is  necessary  to 
do  an  anastomosis  a  separate  incision  will  be  required,  but  in 
all  probability  that  would  be  left  to  another  day,  and  in  the 
meantime  the  exact  state  of  matters  has  been  made  out. 
Similarly  with  regard  to  the  appendix,  if  it  is  bound  down  by 
adhesions  in  the  iliac  fossa  a  separate  incision  will  be  advisable, 
and  that  can  be  done  at  the  same  time  and  before  the  upper 
opening  in  the  peritoneum  has  been  closed,  so  that  one  has  the 
advantage  of  a  double  access  to  the  appendix. 
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I  have  now  performed  this  operation  in  a  good  many  cases, 
and  the  more  I  do  it  the  more  I  am  satisfied  with  the  results. 
One  leaves  the  operation  with  the  feeling  that  the  kidney  has 
been  put  in  the  proper  position,  whereas  I  have  always  been 
doubtful  when  the  operation  was  done  by  the  posterior  incision. 
Where,  however,  we  have  the  condition  of  intermittent  hydro- 
nephrosis present  and  have  to  perform  some  plastic  operation 
on  the  ureter,  I  think  that  the  old  oblique  posterior  incision  is 
more  useful;  one  gets  a  more  direct  access  to  the  pelvis  of  the 
kidney  by  it  than  by  the  incision  which  I  am  recommending. 
But  these  cases  are  not  very  common  and  the  condition  is  usually 
diagnosed  before  proceeding  to  the  operation. 


Acute  Gonorrheal  Epididymitis  Treated  by  the 
Method  of  Bier:  Dr.  J.  D.  Barney  describes  in  a  recent 
number  of  the  Boston  Medical  and  Surgical  Journal  (October, 
28,  1909),  a  modification  of  the  apparatus  generally  recom- 
mended for  the  Bier  treatment  of  acute  gonorrheal  epididy- 
mitis. 

He  condemns  the  use  of  the  thin  rubber  bandage,  eight 
inches  long  by  four  wide,  with  a  piece  of  adhesive  plaster  four 
inches  by  one-half  inch  stuck  to  the  middle  of  one  end  of  the 
rubber,  as  being  altogether  unsatisfactory,  as  it  never  lies 
smoothly  over  the  testicles,  but  wrinkles  considerably.  In- 
stead he  uses  a  large  piece  of  rubber,  ten  by  eight  inches  in 
size,  fastened  over  the  scrotum  by  two  strips  of  adhesive  plas- 
ter, one  at  the  top  and  one  at  the  bottom.  When  the  testicle 
is  enveloped  with  the  rubber  bandage  neither  strip  of  adhesive 
should  be  long  enough  to  meet  completely  around  the  scrotum, 
as  it  may  do  harm  should  the  latter  swell. 

Let  us  suppose  the  apparatus  is  to  be  applied  to  the  left 
testicle  (most  commonly  affected).  With  the  patient  stand- 
ing, grasp  the  left  side  of  the  scrotum  at  its  base,  as  close  to 
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the  pubes  as  possible,  between  the  thumb  and  forefinger  of  the 
right  hand  (thumb  anterior),  making  a  sort  of  neck  to  the 
sac  by  the  collar  of  the  surrounding  fingers.  The  free  end  of 
the  rubber  is  first  laid  smoothly  around  the  base  of  the  scro- 
tum, between  the  latter  and  the  forefinger,  its  upper  edge  well 
up  into  the  inguinal  fold.  The  other  end  of  the  rubber  is  then 
grasped  in  the  left  hand  and  carried  completely  around  the 
sac,  pushing  the  opposite  testicle  upward  and  outward  and 
appearing  in  front,  where  it  is  secured  by  the  bit  of  plaster. 
A  few  wrinkles  are  bound  to  occur  at  this  point,  as  the  scrotal 
skin  is  released  from  the  fingers  and  slides  upward.  The  de- 
gree of  tightness  with  which  the  bandage  is  applied  is  largely 
a  matter  of  experience  and  of  experiment  with  the  individual 
case.  If  properly  applied  it  should  cause  no  pain,  but  should, 
on  the  other  hand,  give  almost  instant  relief  to  the  acute  suf- 
fering. This  is  often  very  striking.  At  this  point,  the  nar- 
rowest part  of  the  sac,  the  bandage  is  long  enough  to  circle  its 
neck  twice  or  perhaps  three  times,  but,  as  pointed  out  before, 
the  ends  of  the  adhesive  plaster  should  not  overlap. 

The  bandage  is  next  pulled  downward  gently  by  its  lower 
edge.  This  obliterates  the  folds  at  its  top  and  makes  it  fit 
smoothly  and  tightly  over  the  whole  testicle.  The  two  ends 
of  the  bandage  will  now  flare  apart  like  an  inverted  V,  owing 
to  the  great  difference  in  size  between  the  neck  of  the  sac  and 
the  testicle.  These  two  edges  are  next  approximated  and  over- 
lapped more  or  less  in  order  to  produce  a  snug  fit,  and  then 
fastened  with  a  small  bit  of  adhesive.  This  must  be  applied 
below  the  equator  of  the  testicle,  for  otherwise  the  whole  ap- 
paratus will  slide  upward  toward  the  neck  of  the  sac. 

The  bandage  is  cut  intentionally  so  wide  that  it  projects 
below  the  scrotum  like  a  skirt.  This  skirt  serves  to  cover  in 
the  lower  end  of  the  testicle  and  does  so  automatically  when 
a  suspensory  is  put  on,  but  even  the  pressure  of  the  clothing  is 
sufficient  to  fold  it  together.  The  whole  testicle  is  now  en- 
veloped in  a  smooth,  tight  bag  of  rubber. 

This  apparatus,  which  can  be  applied  to  the  most  sensitive 
testicle,  always  causes  the  most  profuse  sweating  of  the  parts, 
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but  excoriation  can  easily  be  prevented  by  the  free  use  of 
dusting  powder  applied  daily  before  the  bandage  is  readjusted. 

Almost  all  the  cases  so  treated  by  Dr.  Barney  experienced 
immediate  and  permanent  relief.  The  apparatus  was  worn 
(with  daily  readjustment),  anywhere  from  one  day  to  a  week, 
when  the  suspensory  alone  was  used  until  the  parts  returned 
to  normal. 

R  elief  of  Urinary  and  Genital  Symptoms  through 
Surgery  of  the  Seminal  Vesicles:  In  an  article  in  the 
Medical  Record  (October  30,  1909),  Dr.  Eugene  Fuller  de- 
scribes the  modifications  he  uses  in  his  operation  of  seminal 
vesiculotomy  since  he  first  described  it  in  1901. 

Instead  of  placing  the  patient  on  a  Trendelenburg  table,  he 
puts  him  on  a  level  table  in  the  genupectoral  position  with  the 
knees  well  separated,  both  the  thigh  and  knee  joints  being 
sharply  flexed.  He  dispenses  with  the  use  of  the  cotton  tampon 
in  the  sigmoid  to  prevent  rectal  drainage.  The  incisions  he 
makes  as  before,  but  does  not  lift  the  rectal  flap  with  the  left 
thumb  and  forefinger,  but  instead  uses  only  the  left  finger  in 
the  rectum  as  guide  for  the  right  forefinger  in  its  dissection. 
There  is  little  systemic  disturbance  after  the  operation;  the 
patients  remain  in  the  hospital  for  three  weeks. 

The  clinical  symptoms  which  are  relieved  by  this  operation, 
the  author  groups  under  the  headings  of  urinary,  genital,  and 
generalized.  The  generalized  symptoms  are  either  neuras- 
thenic (nerve  reflex),  mental,  or  rheumatic. 

Dr.  Fuller  gives  a  table  summarizing  one  hundred  and  five 
new  cases.    Most  were  complete  cures,  there  were  no  fatalities. 

,  -/The  Combined  Direct  and  Indirect  Teaching  Cys- 
TOSCOPE.  In  the  N.  Y.  Med.  Journal  (October  30,  1909), 
Dr.  Ramon  Guiteras  describes  a  modification  of  the  cystoscope 
which  can  be  used  both  for  examination  and  catheterization. 
The  instrument  consists  of  four  parts :  ( 1 )  A  straight  hol- 
low shaft  with  a  curved  beak  in  which  there  is  an  electric 
light  that  throws  its  rays  both  from  the  convexity  and  the  con- 
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cavity.  The  tube  has  an  opening  on  the  convexity  and  an 
open  space  in  the  concave  side  where  it  joins  the  curved  part. 
This  serves  as  a  window  through  which  one  can  look  from 
the  indirect  visual  part  of  the  telescope  that  fits  directly  be- 
hind it.  (2).  The  indirect  telescopic  tube  has  its  distal  end 
cut  obliquely  so  that  it  fills  the  opening  in  the  concavity  of  the 
hollow  shaft.  The  tube  contains  a  prism  for  indirect  vision 
and  a  window  that  fits  behind  the  opening  referred  to.  Thus 
when  the  indirect  telescope  is  introduced  into  the  shaft,  its 
distal  end  takes  the  place  of  the  obturator,  while  its  visual 
opening  is  just  behind  the  open  space  in  the  shaft.  (3). 
When  the  direct  telescope  is  introduced,  the  lens  at  its  distal 
end  protrudes  from  the  opening  in  its  convexity  about  a  sixth 
of  an  inch.  (4).  The  catheterizing  part  resembles  the  direct 
portion  except  that  it  has  on  its  surface  a  fin  with  a  groove  on 
either  side.  These  two  grooves  connect  with  the  nozzles  on 
the  proximal  end  through  which  the  catheters  are  inserted. 
The  catheters  then  pass  along  the  grooves  to  the  end  of  the 
instrument,  being  held  in  place  by  the  inner  wall  of  the  hollow 
shaft  as  far  as  its  distal  end,  from  which  point  they  are  pushed 
out  into  the  ureters. 

Intravenous  Injections  of  Mercury.  In  A  Report 
contributed  by  Dr.  W.  F.  Bernart  to  the  New  York  Medical 
Journal  (October  30,  1909),  on  the  use  of  intravenous  in- 
jections of  mercury  in  syphilis,  9,838  injections  were  given  to 
422  patients.  Mercuric  chloride  was  generally  employed,  the 
average  dose  being  0.02  gms.  (4/15  gr.).  In  regard  to  com- 
plications Dr.  Bernart  reports  that  a  simple  phlebitis  followed 
after  208  of  the  injections,  but  was  of  no  moment  except  that 
it  prohibited  the  use  of  the  involved  vein  for  several  days. 
An  obliterating  endophlebitis  occurred  after  forty-eight  injec- 
tions. This  complication  usually  destroyed  the  usefulness  of 
the  vein.  When  the  injection  of  a  suitable  preparation  is  truly 
intravenous  Dr.  Bernart  emphasizes  the  fact  that  there  is  ab- 
solutely no  danger  of  embolism.  "  Blood  trauma  "  is  an  entirely 
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negligible  factor.  The  author  attributes  the  infrequency  of 
renal  irritation  (three  out  of  422  cases)  to  the  fact  that  con- 
trol over  the  disease  is  obtained  before  the  kidneys  have  been 
poisoned  by  the  drug.  Gingivitis  is  far  less  frequent  than  in 
the  use  of  mercury  by  mouth  or  by  inunction.  The  author 
considers  severe  intestinal  tenesmus  as  the  only  bad  feature 
connected  with  this  form  of  treatment.  As  regards  the  cura- 
tive value  of  intravenous  injections,  Dr.  Bernart  believes  that 
a  single  course  carries  more  therapeutic  value  than  can  be 
obtained  in  the  same  time  from  any  other  method  of  medi- 
cation. 

The  Diagnosis  of  Renal  Tuberculosis:  Dr.  A.  P. 
Condon,  writing  in  the  New  York  Medical  Journal  (Oct.  30, 
1909),  on  renal  tuberculosis,  describes  in  detail  the  symptoms 
and  some  of  the  diagnostic  methods  employed.  The  earliest 
manifestation  of  the  disease  is  frequent  urination.  Hematuria 
is  present  in  one-fourth  the  cases,  while  pain  is  a  very  variable 
symptom.  The  involved  kidney  is  generally  enlarged,  but 
may  be  atrophic,  while  the  involved  ureter  can  usually  be  pal- 
pated through  the  vagina  or  rectum.  Pyuria  is  almost  always 
present  and  when  intermittent,  is  quite  pathognomonic.  Al- 
buminuria is  frequently  observed.  The  search  for  tubercle 
bacilli  should  establish  that  they  do  not  come  from  some  dis- 
tant focus,  and  the  method  of  innoculation  into  guinea  pigs, 
as  advised  by  Kapsammer,  is  recommended  by  the  author. 
Tuberculin  is  a  valuable  aid,  and  the  functional  tests  for  both 
kidneys  should  always  be  employed.  The  author  says,  in  con- 
clusion, that  the  diagnosis  of  renal  tuberculosis  is  based  upon 
the  clinical  manifestations,  the  history  of  some  previous  tuber- 
culous invasion,  and  the  study  of  the  symptoms  referable  to 
the  kidney  and  bladder.  The  essential  elements  in  the  diagno- 
sis are  the  finding  of  the  bacilli  in  the  urine  from  the  affected 
kidney  and  the  verification  by  animal  innoculation. 

The  Treatment  of  Congenital  Syphilis  is  to  be  car- 
ried out  in  two  ways,  according  to  the  age  of  the  child,  namely  : 
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(1)  By  direct  medication  of  the  child.  (2)  Indirect  medica- 
tion through  the  system  of  the  mother. 

The  best  internal  remedy  for  the  child  is  the  hydrargyrum 
cum  creta  in  doses  from  1  to  3  or  4  grains,  three  times  daily. 
In  very  young  children  inunctions  of  mercurial  ointment  or  the 
oleate  of  mercury  in  very  mild  strength  must  be  depended 
upon.  A  good  plan  is  to  spread  a  piece  of  blue  ointment,  the 
size  of  a  large  filbert,  upon  the  flannel  binder  once  daily.  The 
delicate  skin  of  the  child  absorbs  this  quite  readily.  Daily 
cleansing  with  soap  and  water,  and  frequent  shifting  of  the 
position  of  the  band,  are  necessary  to  avoid  irritation.  The 
soles  of  the  feet,  axilae,  and  flexures  of  the  joints  are  also 
eligible  situations  for  inunctions. 

In  older  children  the  bichloride  of  mercury  may  be  given  in 
small  doses,  in  combination  with  some  vegetable  bitter,  like 
Huxham's  tincture.  Tablet  triturates — mercury  with  chalk, 
protoiodide,  mild  chloride,  or,  best  of  all,  the  tannate — are 
also  useful. 

The  general  condition  is  always  to  be  borne  in  mind  in 
treating  congenital  syphilis;  anemia  especially  must  be  guarded 
against.  Cod  liver  oil  and  iron  will  always  be  of  benefit.  The 
syrup  of  iodide  of  iron  is  the  best  preparation.  Young  chil- 
dred  absorb  cod  liver  oil  readily  when  given  by  inunction. 
The  oleate  of  mercury  may  be  combined  with  the  oil.  Good 
and  sufficient  nourishment  is  always  required,  but  the  child 
should  not  nurse  from  its  mother,  unless  it  is  positive  that  she 
not  only  has  or  has  had  syphilis,  but  is  in  fair  general  health. 
While  the  author  does  not  believe  the  fetus  can  be  infected  with 
syphilis  save  through  the  medium  of  the  mother,  such  infec- 
tion has  been  asserted  by  good  authorities;  hence  it  is  not 
conservative  to  allow  a  syphilitic  child  to  be  nursed  by  an  ap- 
parently healthy  mother.  A  syphilitic  child  should  never  be 
reared  by  a  nurse  who  has  not  had  syphilis.  In  general,  pure 
cow's  milk  is  best  for  the  child.  When  the  child  is  nursed  by 
its  mother  or  by  a  wet  nurse  it  may  be  treated  through  the 
medium  of  the  breast  milk  by  the  administration  of  potassic 
iodide.   This  drug  is  eliminated  in  great  part  by  the  mammary 
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glands,  which  physiological  fact  is  of  great  therapeutic  serv- 
ice in  hereditary  syphilis.  From  five  to  ten  grains  may  be 
given  four  or  five  times  daily,  care  being  exercised  in  regard  to 
the  production  of  gastro-enteric  irritation  in  both  mother  and 
child. 

The  local  management  of  congenital  syphilis  is  often  of 
importance.  Perfect  cleanliness  is  a  paramount  indication. 
Ulcers  and  excoriations  should  be  kept  clean  and  dry,  and 
dusted  with  calomel,  oxide  or  stearate  of  zinc.  Condylomata 
are  to  be  treated  as  in  the  adult,  but  with  milder  applications. 
Ozena  requires  local  treatment,  and  a  nasal  douche  of  some 
antiseptic  solution  is  useful.  Seiler's  tablets  and  the  prepara- 
tion known  as  listerine  are  useful  for  this  purpose.  The  lis- 
terine  should  be  diluted  with  about  three  or  four  parts  of 
water,  and  used  three  times  daily.  Harsh  applications  should 
be  avoided  in  syphilitic  lesions  of  children,  as  their  delicate 
skins  are  very  intolerant  of  irritants  of  all  kinds.  In  all  cases 
of  congenital  syphilis  the  physician  should  warn  the  relatives 
and  friends  of  the  danger  of  contagion.  Failure  to  do  this 
may  result  seriously,  as  is  illustrated  by  the  following  case : 

Case.  A  young  man  contracted  syphilis  during  the  sixth 
month  of  his  wife's  first  pregnancy.  At  about  the  seventh 
month  a  chancre  appeared  upon  her  right  labium  minus,  and 
shortly  after  the  child  was  born  characteristic  secondary  syph- 
ilis developed.  This  first  child  was  born  healthy,  a  fact  that 
is  important  as  bearing  upon  the  theory  that  the  child  escapes 
infection  when  the  mother  is  not  syphilized  prior  to  the  seventh 
month  of  utero-gestation.  The  child  died  of  bronchitis,  at 
about  the  age  of  two  years,  having  meanwhile  presented  no 
evidences  of  syphilis.  Fifteen  months  later  a  second  child  was 
born  that  presented  positive  evidences  of  syphilis.  This  child 
died  in  about  three  weeks,  during  which  time  it  was  under  the 
care  of  its  grandmother  and  aunt.  These  benighted  females 
caressed  and  fondled  the  infant  incessantly,  the  family  physi- 
cian having  failed  to  apprise  them  of  the  danger  of  infection. 
Within  about  two  weeks  after  the  death  of  the  infant  both 
ladies  developed  labial  chancre,  which  was  in  due  time  followed 
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by  secondary  syphilis.  As  a  final  complication  of  the  infection 
of  this  family,  the  grandmother  subsequently  infected  her  hus- 
band. Thus  the  infection  of  one  individual  was  responsible 
for  the  syphilization  of  five  persons.  Had  proper  caution  been 
observed,  the  disease  might  at  least  have  been  confined  to  the 
syphilized  infant  and  its  parents. 

b  Treatment  of  Gonorrhea  by  Copious  Urethro-ves- 
ical  Irrigations  of  Collargol:  At  last  successful  results 
have  been  obtained  by  the  use  of  the  colloidal  silver  prepara- 
tion collargol  in  the  treatment  of  blennorrhagic  urethritis.  Dr. 
R.  Uteau  (Annales  des  Maladies  Veneriennes,  September, 
1909)  uses  this  remedy  in  copious  irrigations  in  acute  cases. 
A  solution  of  1%,  which  can  be  prepared  extemporaneously 
from  hot  boiled  water,  is  employed.  Each  morning  the  pa- 
tient himself  irrigates  the  anterior  urethra,  and  in  the  after- 
noon the  physician  does  a  urethro-vesical  lavage. 

In  chronic  gonorrheas  the  author  uses  large  quantities  of 
the  collargol  for  lavage  in  conjunction  with  other  methods  of 
treatment,  such  as  massage  and  dilatation. 

Results  have  been  particularly  satisfactory  in  the  acute  cases, 
the  period  of  cure  lasting  from  4  to  25  days.  After  the  first 
irrigations  the  discharge  was  considerably  diminished.  When 
it  still  persisted  after  three  weeks  it  was  stopped  by  irrigation 
with  permanganate  of  potash.  At  all  times  the  treatment 
proved  to  be  painless  and  gave  rise  to  no  complications.  In 
cases  where  irrigations  of  both  collargol  and  permanganate 
of  potash  were  used,  patients  invariably  preferred  the  former 
treatment.  In  fact,  it  can  still  be  used  as  a  preliminary  method, 
even  if,  in  itself,  it  is  not  sufficient  to  effect  a  cure. 

^Neoplasms  of  the  Kidney  and  Ureter:  Dr.  J.  Bent- 
ley  Squier  discusses  24  cases  of  tumors  treated  at  St.  Luke's 
Hospital,  New  York  City,  during  the  past  12  years  (Boston 
Med.  and  Surg.  Jonrn.,  Oct.  14,  1909).  The  24  cases  oc- 
curred in  a  total  of  325  cases  of  kidney  disease  (exclusive  of 
nephritis),  making  a  relative  frequency  of  .07%  from  among 
a  total  of  33,700  admissions.    The  diagnoses  were  as  follows: 
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Hypernephroma 

Sarcoma   

Mixed  tumor  

Carcinoma   , 

Adenocarcinoma  .  .  . 
Secondary  carcinoma 

Cystic  kidney  

Tumor  (unclassified) 


CASES 

..  6 
••  3 


i 


i 


i 


i 


4 
7 


24 


The  symptoms,  according  to  the  author,  are  varied  and  in- 
constant. The  disease  may  first  show  itself  by  hematuria,  with 
perhaps  obstruction  of  ureter  or  urethra  by  clots,  with  subse- 
quent infection,  and  present  a  picture  of  calculus,  pyelitis  or 
cystitis.  Hematuria  often  is  intermittent,  the  urine  being  free 
from  blood  for  weeks  or  months.  In  the  blood-free  intervals 
the  urine  may  be  normal.  It  must  be  remembered  that  pro- 
fuse or  even  fatal  hematuria  may  occur,  the  only  lesion  in  the 
kidney  being  extensive  nephritis.  The  author  recently  cysto- 
scoped  such  a  case  at  St.  Luke's  Hospital.  The  autopsy 
showed  only  an  extreme  arteriosclerosis  with  marked  intersti- 
tial nephritis. 

The  tumor  may  also  produce  pressure  atrophy  of  the  kid- 
ney, with  symptoms  only  of  renal  insufficiency  and  urinary  find- 
ings of  a  chronic  nephritis.  This  is  seen  most  frequently  in 
multiple  cystic  kidneys  which  some  pathologists  regard  as  true 
new  growths.  Among  the  cases  of  hypernephroma  was  one 
in  which  the  tumor  was  not  palpable.  The  disease  was  first 
manifest  by  hematuria  accompanied  by  rigor.  This  was  fol- 
lowed by  marked  edema,  ascites,  vomiting  and  a  rapid  devel- 
oping anemia.  The  blood  disappeared  from  the  urine,  but 
albumen  and  casts  persisted.  Death  ensued  three  months  from 
onset  of  the  symptoms  and  autopsy  revealed  a  necrotic  hyper- 
nephroma with  amyloid  liver  and  spleen. 

Cachexia,  usually  a  late,  may  be  the  first  symptom.  When 
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associated  with  vomiting,  which  is  common  in  these  cases,  the 
picture  may  simulate  gastric  carcinoma.  One  case  in  the  St 
Luke's  series,  a  man  of  62  years  of  age,  gave  a  history  of 
vomiting  for  some  weeks,  with  increasing  weakness  and  loss 
of  weight.  The  kidneys  were  not  palpable;  the  urine  was 
normal;  a  test  meal  showed  absence  of  HC1.  It  is  not  gen- 
erally appreciated  how  often  the  gastric  secretion  of  HC1  is 
diminished  or  absent  in  carcinoma  in  any  situation.  The  chief 
physical  sign  on  examination  was  dullness  at  the  apex  of  one 
lung  with  distant  breath  sounds.  This  was  accounted  for  at 
the  autopsy  by  a  large  metastasis  from  a  primary  growth  in 
the  kidney. 

Pain  was  the  first  symptom  in  7  cases;  hematuria  in  4;  weak- 
ness in  5  ;  tumor  in  2 ;  vomiting  in  1 ;  pain  and  hematuria  in  2. 

Dr.  Squier  believes  that  the  X-ray  has  added  much  to  our 
ability  to  differentiate  tumors  of  the  kidney  from  those  of  other 
organs,  and,  what  is  of  as  great  importance,  to  discover  the 
presence  of  kidney  enlargement  before  the  growth  has  become 
palpable. 

Ureteral  meatoscopy  and  renal  urinary  differentiation  have 
become  routine  diagnostic  procedures.  Cryoscopy  and  the  so- 
called  functional  test  of  the  urine  are  of  more  value  in  decid- 
ing for  or  against  operation  than  as  aids  to  diagnosis.  The 
response  of  the  uninvolved  kidney  to  these  tests  is  the  impor- 
tant factor  to  consider  in  advising  nephrectomy.  Even  in  this 
there  is  a  percentage  of  error  which  has  to  be  taken  account  of. 
For  instance,  Kapsammer  quotes  a  case  in  a  child  where  a 
tumor  pressing  on  the  opposite  ureter  completely  obstructed  it. 
Reflex  anuria  may  also  occur.  The  data  derived  from  func- 
tional tests  are  only  of  value  when  used  in  conjunction  with 
other  findings. 

The  prognosis  of  kidney  neoplasms  is  grave.  The  imme- 
diately operative  mortality  is  very  high  and  ultimate  results 
almost  less  favorable. 

Of  the  St.  Luke's  series,  13  cases  died  with  recurrence; 
10  at  periods  of  one  to  twelve  years;  1  case  had  recurrence, 
but  was  living  when  reported;  1  case  died  without  recurrence 
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five  years  after  operation;  4  are  living  without  recurrence  (2 
carcinomata,  2  hypernephromata) . 

One  reason  of  the  high  operative  mortality  is  the  rarity  of 
early  diagnosis.  The  tumor  does  not  become  palpable  until 
it  is  very  large. 

Radical  removal  at  present  offers  the  only  chance  for  cure, 
the  size  of  the  tumor  indicating  the  route  for  removal.  The 
transperitoneal  route  permits  better  exploration  of  the  oppo- 
site kidney  and  a  more  complete  extirpation  of  the  lymph 
nodes  and  other  surrounding  structures. 

While,  as  has  been  shown,  tumors  of  the  kidney  are  rela- 
tively infrequent,  those  of  the  pelvis  and  ureter  are  more  so. 
Benign  neoplasms  of  the  ureter  and  pelvis  are,  however,  fre- 
quent as  compared  to  malignant  growths.  Nicod,  in  1827,  re- 
ported a  polypus  of  the  ureter  and,  in  1835,  a  polypus  in  the 
canal  of  the  ureter  (Rickett's  "Surgery  of  the  Ureter"). 
Such  tumors  are  papillomata  and  are  seen  in  the  pelvis  of  the 
kidney.  They  may  spread  over  the  whole  surface  of  the 
pelvis,  obstruct  it  and  produce  hydronephrosis.  They  resem- 
ble papillary  bladder  tumors,  which  are  often  associated  with 
them.  They  are  prone  to  develop  malignancy.  Primary  car- 
cinoma and  sarcoma  of  the  ureter  have  been  observed,  but 
such  growths  are  usually  secondary  to  neoplasms  of  the  pelvic 
organs.  A  primary  epithelioma  of  the  pelvis  has  been  found 
in  a  few  cases. 

The  generally  accepted  treatment  for  ureteral  tumor, 
whether  benign  or  malignant,  is  nephrectomy  combined  with 
ureterectomy.  Watson  and  Cunningham  (1908),  after  an 
extensive  search  of  the  literature,  were  able  to  find  only  5 
cases  showing  the  end  result  following  nephrectomy  for  sim- 
ple papilloma. 

In  9  cases  of  nephrectomy  for  papillary  epithelioma,  recur- 
rence took  place  within  a  year  in  4  cases;  1  recurred  as  car- 
cinoma six  years  after  operation;  in  4  cases  there  was  no 
recurrence  at  periods  varying  from  six  months  to  four  years. 


Arhovin  in  Cystitis:    Dr.  R.  Ullmann  considers  arhovin 
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"a  good  adjuvant  in  the  treatment  of  cystitis"  (Klin.-therap. 
Wochens.,  April  12,  1909).  It  combines  antiseptic  properties 
with  analgesic  and  secretion-limiting  effects.  His  results  were 
so  satisfactory  that  in  some  of  the  cystitis  cases  he  was  able 
to  get  along  with  the  general  dietetic-hygienic  measures,  with- 
out local  treatment.  In  uncomplicated  cystitis  arhovin  quiets 
the  vesical  nerves  and  thus  diminishes  pain  and  urinary  tenes- 
mus; it  lessens  secretion;  it  clears  the  muco-purulent  urine,  at 
times  in  but  a  few  days;  it  increases  the  acidity  of  the  urine 
and  thus  imparts  to  it  bacterio-inhibitory  properties,  so  that  it 
cleanses  the  bladder  and  opposes  the  invasion  of  the  inflam- 
matory processes.  The  irritative  symptoms  and  their  causes, 
gonococci  as  well  as  other  bacteria,  are  combated,  so  that  com- 
plications are  made  rare.  In  obstinate,  neglected  cystitis,  in 
prostatic  cases  and  strictures,  even  with  ammoniacal  fermenta- 
tion, the  same  effects  were  apparent. 

In  the  complications  of  cystitis  with  inflammation  of  the 
renal  pelvis,  pyelonephritis,  he  was  able  to  favorably  influence 
the  severe  pains  with  arhovin.  The  suppuration  in  the  renal 
pelvis  abated  and  the  diuresis  was  augmented. 

Abscess  of  the  Leg — Incision — Transformation  of 
the  Incision  into  a  Typical  Tertiary  Ulcer  :  Professor 
Troisfontaines,  of  Liege,  describes  an  interesting  case  in  An- 
nales  des  Maladies  Veneriennes  (September,  1909).  The 
subject  was  a  girl  of  14,  well  developed,  whose  mother,  an 
intelligent  woman  in  the  best  of  health,  has  never  miscarried 
nor  shown  the  slightest  signs  of  syphilitic  infection.  On  the 
25th  of  March  the  girl  developed  a  painful,  rather  diffuse 
swelling  (cause  unknown)  on  the  lower  third  of  the  antero- 
external  portion  of  her  leg.  The  doctor  made  an  examination 
on  the  10th  of  April  and  found  that  over  an  area  of  12  cm. 
by  6  there  was  a  very  tender  purple  swelling,  with  a  clear  fluc- 
tuation in  the  center.  He  then  made  an  incision  of  a  centi- 
meter in  length,  through  which  there  escaped  some  very  thick 
pus,  much  thicker  and  less  in  quantity  than  would  come  from 
a  gumma.  A  Bier's  cupping-glass  was  then  applied,  and  later 
a  wet  dressing  which  was  changed  every  day. 
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The  patient  was  not  seen  for  10  days,  when  it  was  noted 
that  the  swelling  had  subsided  while  the  incision  had  become 
round  and  taken  on  the  shape  of  an  ulcer.  During  the  next 
few  days  it  came  more  and  more  to  present  the  characteristics 
of  a  typical  gummatous  ulcer.  The  patient  was  put  to  bed 
on  the  27th  of  April,  but  absolute  rest  and  local  medication 
(such  as  elevation  of  the  limb  and  stimulating  dressings  of 
aristol,  etc.),  although  kept  up  until  the  8th  of  May,  had 
absolutely  no  influence  on  the  ulcerative  process.  The  mixed 
treatment  was  then  administered  from  May  8  on:  later  2 
eg.,  of  mercury  biodide,  and  2  gms.  of  potassium  iodide  each 
day.  At  the  same  time  an  anodyne  dressing  was  substituted 
for  the  one  previously  employed. 

Presently  the  ulceration  ceased  and  cicatrization  was  com- 
plete by  the  19th  of  June. 

Dr.  Troisfontaines  finds  this  case  of  unusual  interest,  be- 
cause a  visceral,  articular,  or  osseus  determination  of  a  non- 
specific aspect  could  have  been  the  first  manifestation  of  the 
latent  infection  without  at  all  necessarily  revealing  the  true 
nature  of  the  infection. 

We  should  therefore  look  for  syphilis  much  more  often  than 
we  do,  "  for  it  is  better  to  see  it  where  it  is  not,  than  to  fail 
to  recognize  it  where  it  assumes  a, deceptive  form." 

Unrecognized  Chancre  of  the  Right  Tonsil— Ton- 
silotomy — Secondary  Syphilis — Ultra-microscopic  Ex- 
amination: We  should  never  hasten  to  use  the  knife  before 
making  a  careful  clinical  diagnosis.  This  conclusion  is  insisted 
upon  by  Dr.  Maurice  Bloch  after  an  experience  which  he  de- 
scribes in  Annales  des  Maladies  Veneriennes  for  September, 
1909. 

At  the  beginning  of  January,  a  young  woman  of  27  had  a 
violent  sore  throat  followed  by  the  appearance  of  swollen 
glands  on  the  right  side  of  her  neck.  A  specialist  performed 
tonsilotomy  on  the  24th  of  February,  but  without  improvement. 
In  order  to  stop  the  constant  spitting  of  blood,  and  pain,  he 
prescribed  a  gargle.    On  the  1st  of  April  she  came  to  see 
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Dr.  Bloch,  who  found  the  following  conditions :  There  was  a 
large  submaxillary  adenopathy  on  the  right  side;  enlargements 
could  be  felt  even  in  the  cervical  region.  The  tonsil  was  con- 
siderably swollen  to  such  an  extent  that  there  would  have  been 
no  doubt  of  a  previous  intervention  if  one  had  not  observed 
that  the  bleeding  plane  of  section  had  been  transformed  into 
a  rugged  ulceration  covered  in  places  with  a  diphtherioid  de- 
posit. The  left  tonsil  was  smaller,  but  presented  a  similar 
condition. 

Dr.  Bloch  thought  of  syphilis,  but  could  find  no  trace  of 
roseola,  nor  any  lesion  of  the  external  genitals.  He  decided 
to  wait,  and  painted  the  bleeding  surfaces  with  a  compound 
solution  of  iodine,  but  without  any  effect. 

On  the  29th  of  May  the  patient  returned  to  the  clinic  still 
suffering  as  much  as  ever.  The  uvula  was  coated  with  mucous 
(plaques)  patches.  The  lower  lip  presented  a  typical  patch. 
The  tonsils  were  in  the  same  condition.  The  diagnosis  was 
now  clear. 

Through  the  kindness  of  Dr.  Fouguet  examination  of  the 
right  tonsil  and  of  the  mucous  patch  on  the  lip  were  made 
for  the  spirochete  of  Schandinn.  The  ultra-microscope  gave 
positive  results.  Syphilis  was  therefore  established,  despite  the 
absence  of  roseola  and  of  lesions  of  the  external  genitals. 

A  Case  of  Gonococcal  Malignant  Endocarditis  :  Dr. 
G.  Marini  reports  the  following  case  (//  Morgagni,  1909,  li., 
p.  17)  :  The  patient,  a  youth  of  18,  contracted  gonorrhea 
in  September,  1907,  and  soon  recovered.  In  June,  1908,  he 
contracted  the  disease  again,  and  did  not  treat  it;  in  the 
middle  of  July,  three  weeks  later,  he  complained  of  lassitude 
and  somnolence.  On  July  20  he  had  a  severe  rigor  lasting 
thirty  minutes,  and  vomited,  sweating  copiously  afterwards, 
and  he  had  to  take  to  his  bed  with  weakness  and  fever.  He 
came  into  hospital  on  August  2,  and  died  on  August  18. 
While  in  hospital  he  had  a  number  of  rigors;  his  evening 
temperature  was  1030 — 1040  F.,  his  morning  temperature  fall- 
ing to  or  below  the  normal.    His  spleen  was  enlarged  on 
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admission — no  history  of  malarial  infection  could  be  obtained 
— there  was  no  urethral  discharge,  the  heart  was  enlarged, 
and  there  was  a  soft  systolic  murmur  to  be  heard  at  the  apex: 
the  urine  was  free  from  albumen  and  contained  a  few  pus- 
cells  in  which  typical  gonococci  could  be  seen.  The  blood- 
count  showed  Hb=75  per  cent.,  red  cells  4^  million,  white 
cells  11,000  with  72  per  cent,  polymorphonuclears.  The  blood 
contained  no  malarial  parasites,  and  the  Widal  reaction  was 
negative.  On  August  6  a  diastolic  aortic  murmur  was  heard 
for  the  first  time;  blood-cultures  were  made  (with  small  quan- 
tities of  blood),  but  proved  sterile.  Two  days  later  further 
blood-cultivations  were  made,  and  the  gonococcus  was  grown 
from  them  in  pure  culture  (on  6  per  cent,  glycerinated  peptone 
broth).  On  August  14  the  white  cells  had  risen  to  14,000, 
with  82  per  cent,  of  polymorphonuclears.  Diarrhea  set  in,  and 
the  patient  died  of  heart  failure  on  the  1 8th.  Post  mortem 
the  spleen  was  soft  and  weighed  a  pound;  the  right  kidney 
contained  a  large  pale  infarct,  the  left  a  smaller  one;  the  liver 
was  yellow  and  congested,  and  weighed  4?  pounds;  fluid  was 
present  in  the  abdomen  and  pleurae;  the  heart  weighed  12 
ounces,  and  showed  extensive  warty  fibrinous  deposits  on  the 
left  cusp  of  the  aortic  valve,  with  ulceration  perforating  this 
cusp  and  extending  downwards  to  the  insertion  of  the  aortic 
cusp  of  the  mitral  valves;  ulceration  of  the  internal  aspect 
of  the  left  auricle  a  little  above  the  mitral  valves  was 
seen  also;  the  aortic  valves  were  incompetent,  those  on  the 
right  side  of  the  heart  were  normal.  Microscopically,  inflam- 
mation and  infiltration  of  the  outer  coat  and  outer  part  of 
the  middle  coat  of  the  aorta  near  its  base  were  observed,  with 
destruction  of  the  elastic  fibers.  The  gonococcus  was  culti- 
vated from  the  spleen,  the  myocardium,  and  the  vegetation  on 
the  valves.  The  bladder  and  prostate,  it  may  be  added; 
showed  nothing  abnormal,  nor  did  the  ureters. 


